





























































































































































































































































































































































































































































































































DEPARTMENT OF INSURANCE

® Non-forfeiture Values
® Dividends
® Optional Provisions
III. Special Life Policies 5-7 Hours
® Mortgage Redemption
® Family Maintenance
® Family Income
® Modified Whole Life
® Universal Life
IV. Special Annuities 2-3 Hours
® Joint and Survivor
® Variable
® Guaranteed for Period Certain
V. Ethics, Insurance Laws and Regulations 4-6 Hours
® Indiana Insurance Laws and Regulations
® Registered Products Regulations
® FEthical Practices in Sales and Marketing
® Code of Professional Conduct
TOTAL HOURS 24 Hours

(2) Nothing in this section shall preclude a registered insurance agent program from offering additional or supplemental
materials or instruction in the area of life insurance, provided, however, that the program continues to meet the requirements set forth
in part (1) of this section [subdivision (1)].

(3) A certificate of pre-licensing course completion may be accepted only if the applicant and the instructor certify to the
commissioner that:

(1) the applicant has satisfactorily completed the minimum required course studies totaling not less than twenty-four (24)

hours; and

(2) the applicant has been present in a structured setting with an approved instructor for not less than a total of twenty-four

(24) hours.

(b)(1) To qualify as a registered insurance agent program for health insurance pre-licensing education, the program shall
include instruction in the following areas of study and for each of these areas, shall provide not less than the smaller of the below
designated number of hours of instruction:

I.  Introduction to Health Insurance 6-8 Hours
® The General Nature of Health Insurance
® Importance of Health Insurance in Family Financial Planning
II. Disability Insurance 6-8 Hours
® The General Nature of Disability Insurance
The Need for Disability Income
Disability Income Policies
Individual vs. Group Policies
Cost of Policies

® Important Exclusions

III. Medical Insurance 5-7 Hours

® Kinds of Insurers
® General Provisions of Policies
® Service Providers
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® Indemnity Policies

® Health Maintenance Organizations

® Individual vs. Group Contracts

IV. Ethics, Insurance Laws & Regulations

® [ndiana Insurance Laws & Regulations
® FEthical Practices in Sales & Marketing
® Codes of Professional Conduct

TOTAL HOURS

(2) Nothing in this section shall preclude a registered insurance agent program from offering additional or supplemental
materials or instruction in the area of health insurance, provided, however, that the program continues to meet the requirements set
forth in part (1) of this section [subdivision (1)].
(3) A certificate of pre-licensing course completion may be issued only if the applicant and the instructor certify to the

commissioner that:

4-6 Hours

24 Hours

(1) the applicant has satisfactorily completed the minimum required course studies totaling not less than twenty-four (24)

hours; and

(2) the applicant has been present in a structured setting with an approved instructor for not less than a total of twenty-four

(24) hours.

(c)(1) To qualify as a registered insurance agent program for life and health insurance pre-licensing education, the program
shall include instruction in the following areas of study, and for each of these areas, shall provide not less than the smaller of the
below designated number of hours of instruction:

I.  Introduction to Life Insurance

Function of Life Insurance
Life Insurance vs. Annuities
Life Insurance Classifications
Forms of Life Insurance

Kinds of Policies

Registered Products

New Developments In Policies

II.  Life Insurance as a Contract

General Provisions
Non-forfeiture Values
Dividends

Optional Provisions

III.  Special Life Policies

Mortgage Redemption
Family Maintenance
Family Income
Modified Whole Life
Universal Life

IV. Special Annuities

Joint and Survivor
Variable
Guaranteed for Period Certain

V. Introduction to Health Insurance

® The General Nature of Health Insurance

5-7 Hours

5-7 Hours

5-7 Hours

2-3 Hours

4-6 Hours
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® Importance of Health Insurance in Family Financial Planning

VI. Disability Insurance 5-7 Hours
® The General Nature of Disability Insurance

The Need for Disability Income

Disability Income Policies

Individual vs. Group Policies

Cost of Policies

® Important Exclusions

VII. Medical Insurance 4-6 Hours
® Kinds of Insurers
® (General Provisions of Policies
® Service Providers
® [Indemnity Policies
® Individual vs. Group Contracts

VIIIL. Ethics, Insurance Laws & Regulations 4-6 Hours
® Indiana Insurance Laws & Regulations
® Registered Products Regulations
® FEthical Practices in Sales & Marketing
® Codes of Professional Conduct

TOTAL HOURS 40 Hours

(2) Nothing in this section shall preclude a registered insurance agent program from offering additional or supplemental
materials or instruction in the area of life and health insurance, provided, however, that the program continues to meet the
requirements set forth in part (1) of this section [subdivision (1)].

(3) A certificate of pre-licensing course completion may be issued only if the applicant and the instructor certify to the
commissioner that:

(1) the applicant has satisfactorily completed the minimum required course studies totaling not less than forty (40) hours; and

(2) the applicant has been present in a structured setting with an approved instructor for not less than a total of forty (40)

hours.

(d)(1) To qualify as aregistered insurance agent program for property and casualty, pre-licensing education, the program shall
include instruction in the following areas of study, and for each of these areas, shall provide not less than the smaller of the below
designated number of hours of instruction:

I.  History of Property Insurance 4-6 Hours
® Fire Insurance
® The Standard Fire Policy
® Forms
® Endorsements
II. The Home Owners Policy 4-6 Hours
® History, General Nature, Section I
® (Coverages, Perils Insured
® Optional Coverages
III. The Personal Auto Policy 4-6 Hours
® Liability Coverage
® Medical Payments Coverage
® Uninsured/Underinsured Motorist Coverage
® C(Collision Coverage
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® Comprehensive Coverage
® Financial Responsibility Requirements
® Definitions, Policy Provisions, Rights and Duties Under the
Policy
® (Cancellation/Non-Renewal
® Automobile Insurance Plan (AIP)
IV. Other Personal Property Insurance 4-6 Hours
® Dwelling Fire, Mobile Home, Flood Personal Marine
® Title Insurance
V. Commercial Property Insurance 5-7 Hours
® New ISO Program
® Coverage Forms, Indirect Loss
® Boiler and Machinery, Marine
® Dishonesty Insurance, Package Policy
VI. Negligence of Legal Liability 4-6 Hours
® Tortious Acts, Obligations of Property
® Owners, Defenses against Liability Claims
VII. Personal Liability Insurance 3-5 Hours
® Section II of the Homeowners Policy
® Personal Liability and Medical Payments
® Professional Liability
® Umbrella Liability

VIII. Commercial Liability Insurance 5-7 Hours
® General Liability Insurance, the ISO Claims Made vs.
Occurrence

® Forms, Commercial Auto, Aviation, Umbrella
® Workers Compensation
IX. Ethics, Insurance Laws & Regulations 4-6 Hours
® Indiana Insurance Laws & Regulations
® FAIR Plan, Assigned Risk, Voluntary Market Plan, Residual
Markets
® FEthical Practices in Sales & Marketing
® Codes of Professional Conduct
TOTAL HOURS 40 Hours
(2) Nothing in this section shall preclude a registered insurance agent program from offering additional or supplemental
materials or instruction in the area of property and casualty insurance provided, however, that the program continues to meet the
requirements set forth in part (1) of this section [subdivision (1)].
(3) A certificate of pre-licensing course completion may be issued only if the applicant and the instructor certify to the
commissioner that:
(A) the applicant has satisfactorily completed the minimum required course studies totaling not less than forty (40) hours; and
(B) the applicant has been present in a structured setting with an approved instructor for not less than a total of forty (40)
hours.
(Department of Insurance; 760 IAC 1-40-6; filed Jan 7, 1988, 1:43 p.m.: 11 IR 1589; filed Aug 15, 1988, 4:00 p.m.: 12 IR 25;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
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760190497RF4)

760 IAC 1-40-7 Time, place of course offering
Authority: IC 27-1-3-7
Affected: IC27-1-15.5

Sec. 7. (a) The director of a registered insurance agent program may determine the hours and location where its program may
be offered, provided, however, that all such times and locations shall be reported to the commissioner not less than 15 days before
the beginning of the course.

(b) The commissioner may refuse to accept a certificate of course completion:

(1) unless on the form provided by the commissioner, the approved instructor and the applicant certify under penalties of

perjury that the applicant has received the minimum required hours of instruction at the location and times indicated on the

application; or

(2) if, after notice and opportunity for hearing, the commissioner finds that an applicant has completed fewer than the

minimum number of hours of instruction or that the instruction was received at a location or at a time or place other than that

reported to the commissioner under part (a) of this section [subsection (a) of this section].
(Department of Insurance; 760 IAC 1-40-7; filed Jan 7, 1988, 1:43 pm: 11 IR 1591; readopted filed Sep 14, 2001, 12:22 p.m.: 25
IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 TAC 1-40-7.1 Certificates of course completion
Authority: IC 27-1-3-7
Affected: IC27-1-15.5

Sec. 7.1. The commissioner shall make available to approved registered agent programs, certificates of course completion as
follows:
(1) The minimum number of certificates of course completion which an approved registered agent program shall be issued
at one (1) time is ten (10). An approved registered agent program may be issued any number of certificates of course
completion more than the minimum as per request.
(2) Certificates of course completion issued to an approved registered agent program shall not be transferrable from the
approved registered agent program to which the certificates of course completion were issued.
(3) Once issued, unused certificates of course completion shall not be returnable to the commissioner, nor shall a refund be
available.
(4) Unused certificates of course completion issued to a registered agent program shall be valid only so long as the registered
agent program to which the certificates of course completion were issued retains the commissioner's approval as set forth in
sections 3 and 3.1 of this rule.
(5) An approved registered agent program shall issue only one (1) certificate of course completion per individual per actual
completion. Renewals of certificate or course completion shall not be accepted.
(Department of Insurance; 760 IAC 1-40-7.1; filed Aug 4, 1992, 5:00 p.m.: 15 IR 2590, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-40-8 Enforcement
Authority: IC 27-1-3-7
Affected: IC 27-1-15.5

Sec. 8. (a) The commissioner may after notice and opportunity for a hearing, withhold, suspend, or revoke the registration
of a program or the approval of an instructor or director if the commissioner finds that the director or instructor has made a material
misrepresentation on the application for program approval, on the application for program director approval, or on the certificate
of pre-licensing course completion.
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(b) The commissioner may, after notice and opportunity for a hearing, deny, suspend, or revoke the license of an applicant
or agent if the commissioner finds that the applicant or agent has made a material misrepresentation on the certificate of pre-licensing
course completion.

(c) As used in this section, the term "material misrepresentation" means a false or misleading statement of fact or the omission
of any fact which if known to the commissioner, would be cause to suspend, revoke, or refuse to grant approval or certification under
this rule, or which would otherwise render such person or organization ineligible for the approval or certification for which
application was made. (Department of Insurance; 760 IAC 1-40-8; filed Jan 7, 1988, 1:43 p.m.: 11 IR 1592, filed Aug 15, 1988,
4:00 p.m.: 12 IR 28, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 IAC 1-40-9 Fees
Authority: IC 27-1-15.5-7.7
Affected: IC 27-1-15.5-7.7

Sec. 9. (a) All certificates of completion shall be purchased by the agent education program director from the commissioner
at the cost of five dollars ($5) each. The program director shall be reimbursed by each applicant for the cost of the certificate of
completion.

(b) The submission of a certificate of completion shall constitute certification by the program director that the five dollar ($5)
application fee has been paid to the commissioner. No copy or reproduction of an original authorized certificate of completion shall
be valid without the prior written approval of the commissioner upon verification that the application fee has been paid. (Department
of Insurance; 760 [AC 1-40-9; filed Jan 7, 1988, 1:43 p.m.: 11 IR 1592, filed Aug 4, 1992, 5:00 p.m.: 15 IR 2590; filed Sep 5, 1996,
11:00a.m.: 20 IR 15, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 IAC 1-40-10 Form; certificate of completion of agent pre-licensing education course (Repealed)

Sec. 10. (Repealed by Department of Insurance; filed Aug 15, 1988, 4:00 p.m.: 12 IR 28)
760 IAC 1-40-10.1 Forms

Authority: IC 27-1-3-7

Affected: IC27-1-15.5

Sec. 10.1. The commissioner shall prepare and distribute such forms and certificates which, is /sic./ his discretion, are
reasonable or necessary to carry out the requirements of this rule. (Department of Insurance; 760 IAC 1-40-10.1; filed Aug 15, 1988,
4:00 p.m.: 12 IR 28; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)
760 IAC 1-40-11 Form; application for instructor approval (Repealed)

Sec. 11. (Repealed by Department of Insurance; filed Aug 15, 1988, 4:00 p.m.: 12 IR 28)
760 IAC 1-40-12 Form; application for program director approval (Repealed)

Sec. 12. (Repealed by Department of Insurance; filed Aug 15, 1988, 4:00 p.m.: 12 IR 28)

760 IAC 1-40-13 Form; application for program approval to conduct insurance pre-licensing education course(s) (Repealed)
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Sec. 13. (Repealed by Department of Insurance; filed Aug 15, 1988, 4:00 p.m.: 12 IR 28)
760 IAC 1-40-14 Form; request for waiver of pre-licensing education requirement (Repealed)

Sec. 14. (Repealed by Department of Insurance; filed Aug 15, 1988, 4:00 p.m.: 12 IR 28)

Rule 41. Insurance Administrators (Expired)
(Expired under IC 4-22-2.5, effective January 1, 2014.)

Rule 42. Medicare Supplement Transition (Repealed)
(Repealed by Department of Insurance; filed May 1, 1990, 10:40 a.m.: 13 IR 1720)

Rule 42.1. Medicare Supplement Insurance Transition (Repealed)
(Repealed by Department of Insurance; filed Jul 8, 1993, 10:00 a.m.: 16 IR 2618)

Rule 43. Long-Term Health Care Insurance (Repealed)
(Repealed by Department of Insurance; filed Oct 30, 1992, 12:00 p.m.: 16 IR 870)

Rule 44. Life Reinsurance Agreements (Repealed)
(Repealed by Department of Insurance; filed Nov 14, 1994, 10:30 a.m.: 18 IR 870)

Rule 45. Medicare Supplement Insurance (Repealed)
(Repealed by Department of Insurance; filed Aug 18, 1990, 5:00 p.m.: 14 IR 154, eff Oct 1, 1990)

Rule 45.1. Medicare Supplement Insurance (Repealed)
(Repealed by Department of Insurance; filed Jul 8, 1993, 10:00 a.m.: 16 IR 2618)

Rule 46. Registration of Utilization Review Agents

760 IAC 1-46-1 Authority
Authority: IC 27-8-17-20
Affected: IC 27-8-17-20

Sec. 1. This rule is adopted and promulgated by the department of insurance under IC 27-8-17-20. (Department of Insurance,
760 IAC 1-46-1; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1391, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed
Nov 27,2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-46-2 Definitions
Authority: IC 27-8-17-20
Affected: IC 27-8-17

Sec. 2. The definitions in IC 27-8-17 shall apply to all provisions contained in this rule. (Department of Insurance; 760 IAC
1-46-2; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1391, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27,
2007,4:01 p.m.: 20071226-IR-760070717RFA; readoptedfiled Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 TAC 1-46-3 Certification of utilization review agents
Authority: IC 27-8-17-20
Affected: IC 4-21.5;1IC 27-8-17-19

Sec. 3. (a) An application for certification of a utilization review agent must be filed with the department of insurance at 311
West Washington Street, Suite 300, Indianapolis, Indiana 46204. Initial applications must be filed on or before February 28, 1993.

(b) The application must be submitted on a utilization review agent application form that can be obtained from the department
of insurance. The application formis adopted by reference, and a copy may be obtained from the Department of Insurance, 311 West
Washington Street, Suite 300, Indianapolis, Indiana 46204.

(¢) The completed application form shall be accompanied by a description of the utilization review plan that shall summarize
the following information:

(1) Procedures established for appeal of an adverse determination. These procedures must comply with section 6 of this rule.

(2) Procedures established for handling complaints by enrollees, patients, or health care providers. These procedures must

comply with section 9 of this rule.

(3) Policies and procedures that ensure that all applicable state and federal laws to protect the confidentiality of medical

records are followed. These procedures must comply with section 8 of this rule.

(d) The completed application form shall contain the following information:

(1) A certification that the utilization review agent will comply with the provisions of IC 27-8-17.

(2) The categories of persons employed to perform utilization review. Personnel changes within the categories do not

constitute a material change in the application.

(3) A description of the hours of operation within the state of Indiana and how the utilization review agent may be contacted

during weekends and holidays. This description must be in compliance with section 7 of this rule.

(4) Representative samples of materials provided by the utilization review agent or applicant to inform its clients, enrollees,

or providers of the requirements of the utilization review plan.

(5) A certification that the utilization review agent is in compliance with IC 27-8-17-19.

(e) The utilization review agent shall report any material changes in the information in the application or renewal form referred
to in this section not later than the thirtieth day after the date on which the change takes effect.

(f) The application process shall be as follows:

(1) The department of insurance shall have thirty (30) days after receipt of an application to determine whether the application

is complete. In the event that an application is found to be incomplete, the department of insurance will give the applicant

written notice of the required information necessary to complete the application. If the application is complete, the applicant
will be advised that the application has been received and accepted for review.

(2) The department of insurance shall have sixty (60) days from the date the application is determined to be complete under

subdivision (1) to process the application and approve or disapprove it. The department of insurance shall give the applicant

written notice of any deficiencies noted as a result of the review conducted under this subdivision.

(3) The department of insurance shall afford the applicant an opportunity for a meeting to discuss any omissions or

deficiencies noted.

(4) The applicant must correct the omissions or deficiencies in the application within thirty (30) days of the date of the latest

notice of the department of insurance of such omissions or deficiencies. If the applicant fails to do so, the application file will

be closed as an incomplete application. The application fee will not be refundable.

(5) The department of insurance shall maintain an application file which shall contain the application, notices of omissions

or deficiencies, responses, and any written materials generated by any person who was considered by the department of

insurance in evaluating the application.

(g) A utilization review agent must apply for a certificate renewal every year, not later than June 30. The initial renewal shall
be completed by June 30, 1994. A renewal form must be used for this purpose. The renewal fee must be submitted with the renewal
form. The renewal form can be obtained from the department of insurance at the address listed in subsection (a). The completed
renewal form and the renewal fee must be submitted to the department of insurance at the address listed in subsection (a). A
utilization review agent may continue to operate under its certificate after a completed renewal application form and the renewal
fee has been timely received by the department of insurance until the renewal is finally denied or issued by the department of
insurance. If a completed renewal application and fee is not received prior to June 30, the certificate will automatically be canceled,
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and the utilization review agent must complete and submit a new application form with the new application fee for another certificate
of registration.

(h) If an application or renewal is initially denied under this section, the applicant or registrant may appeal such denial under
the terms of the provisions of IC 4-21.5. A hearing of such appeal shall be conducted within forty-five (45) days from the date the
petition for hearing is filed with the commissioner. A decision by the commissioner shall be rendered within sixty (60) days from
the date of the hearing.

(i) Applications that are filed on or before February 28, 1993, will be processed on a first in, first out basis by the department
of insurance. The time lines set out for processing applications in subsection (f) will not apply to these applications.

(j) Entities who were operating in Indiana as utilization review agents on or after July 1, 1992, must file the application
described in subsections (a) through (d) by February 28, 1993. Those entities may continue to operate as utilization review agents
pending review of the application unless they are advised in writing that the application has been disapproved or closed as an
incomplete application as described in subsection (f). No entity may continue to operate after fifteen (15) days from the date of the
notice of the denial or closure of the file. (Department of Insurance; 760 IAC 1-46-3; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1392,
errata filed Feb 10, 1993, 4:00 p.m.: 16 IR 1514, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27,
2007,4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-46-4 General standards of utilization review
Authority: IC 27-8-17-20
Affected: IC 27-8-17

Sec. 4. The utilization review plan, including appeal requirements, shall be conducted in accordance with standards or
guidelines developed with input from appropriate health care providers and approved by a physician. The utilization review plan
shall include the following components:

(1) Written procedures for:

(A) Notification of the utilization review agent's determinations provided to the enrollee, a person acting on behalf of
the enrollee, or the enrollee's provider of record as addressed in section 5 of this rule.
(B) Appeal of an adverse determination and a copy of any forms used during the appeal process, as required by section
6 of this rule.
(C) Receiving or redirecting toll free telephone calls during normal business hours and after hour calls, either in person
or by recording, and assurance that a toll free number will be maintained forty (40) hours per week during normal
business hours as addressed in section 7 of this rule.
(D) Reviewing, including the following:
(1) Any form used during the review process.
(i1) Time frames that shall be met during the review.
(E) Handling of written complaints by enrollees, patients, or health care providers, as addressed in section 9(a) of this
rule.
(F) Determining if health care providers utilized by the utilization review agent are licensed.
(G) Orientation and training of personnel who perform utilization review.
(H) Assuring that patient-specific information obtained during the process of utilization review, as addressed in section
8 of this rule, will be:
(1) kept confidential in accordance with applicable federal and state laws;
(i1) used for purposes of utilization review, quality assurance, discharge planning, and catastrophic case
management;
(iii) shared with only those agencies (such as the claims administrator) that have authority to receive such
information; and
(iv) summary data shall not be considered confidential if it does not provide sufficient information to allow for
identification of individual patients.

(2) Each utilization review agent shall utilize written screening criteria and review procedures that are established and

periodically evaluated and updated with appropriate involvement from health care providers. Such written screening criteria
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and review procedures shall be available for review and inspection by the commissioner or a designated department of
insurance representative and copying, as necessary, for the commissioner to carry out his or her lawful duties under the
Insurance Code, provided; however, that any information obtained or acquired under the authority of this rule and IC 27-8-17
is confidential and privileged and not subject to the open records law or subpoena except to the extent necessary for the
commissioner to enforce this rule and IC 27-8-17.
(3) Utilization review decisions shall be made in accordance with standards or guidelines that are developed with input from
appropriate health care providers and approved by a physician.
(Department of Insurance; 760 IAC 1-46-4; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1393, errata filed Feb 10, 1993, 4:00 p.m.: 16
IR 1514; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-1IR-760190497RFA)

760 TAC 1-46-5 Notice of determinations made by utilization review agents
Authority: IC 27-8-17-20
Affected: IC27-8-17-11

Sec. 5. In making a determination on whether to certify an admission, a utilization review agent shall comply with all
provisions contained in IC 27-8-17-11. (Department of Insurance; 760 IAC 1-46-5; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1393;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 TAC 1-46-6 Appeal of adverse determination of utilization review agents
Authority: IC 27-8-17-20
Affected: IC 27-8-17-12

Sec. 6. A utilization review agent shall comply with all provisions of IC 27-8-17-12 in establishing an appeal procedure for
adverse determinations. (Department of Insurance; 760 IAC 1-46-6; filed Dec 31, 1992, 9:00 a.m..: 16 IR 1394, readopted filed Sep
14,2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-46-7 Utilization review agent's telephone access
Authority: 1C 27-8-17-20
Affected: IC27-8-17-9

Sec. 7. (a) A utilization review agent shall have personnel available by toll free telephone at least forty (40) hours per week
during normal business hours.

(b) A utilization review agent must have a telephone system capable of accepting, recording, or providing instructions to
incoming calls during other than normal business hours and shall respond to such calls not later than two (2) working days after the
date on which the call was received. (Department of Insurance; 760 IAC 1-46-7; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1394;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-46-8 Confidentiality
Authority: IC 27-8-17-20
Affected: IC 27-8-17

Sec. 8. (a) A utilization review agent shall preserve the confidentiality of individual medical records to the extent required
by state and federal laws.
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(b) To assure confidentiality, a utilization review agent must, when contacting a health care provider's office or hospital,
provide its certification number and the caller's name to the provider's named utilization review representative in the health care
provider's office.

(c) Medical records and patient-specific information shall be maintained by the utilization review agent in a secure area with
access limited to utilization review personnel only.

(d) Information generated and obtained by the utilization review agent in the course of utilization review shall be retained for
at least two (2) years if the information relates to a case for which an adverse decision was made at any point or if the information
relates to a case that may be reopened. (Department of Insurance; 760 IAC 1-46-8; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1394,
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA,
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 201912 18-IR-
760190497RFA)

760 IAC 1-46-9 Complaints and information
Authority: IC 27-8-17-20
Affected: IC 27-8-17

Sec. 9. (a) Within a reasonable time period, upon receipt of a written complaint alleging a violation of this section or IC 27-8-
17 by a utilization review agent, from an enrollee's health care provider, a person acting on behalf of the enrollee, or the enrollee,
the commissioner or a designated department of insurance representative shall investigate the complaint and furnish a written
response to the complainant and the utilization review agent named. The response will not identify in any manner, the patient or
patients without written consent. This response must include the following:

(1) A statement of the original complaint.

(2) A copy of any written response by the utilization review agent. The written response should not contain privileged medical

records. If it is necessary to refer to medical records, they shall be separately forwarded with the response and clearly marked

as privileged medical records.

(3) A statement of the findings of the commissioner or a designated department of insurance representative and an explanation

of the basis of such findings.

(4) Corrective actions, if any, on the part of the utilization review agent that the commissioner or a designated department of

insurance representative finds appropriate.

(5) A time frame in which any corrective actions should be completed. The utilization review agent will provide evidence of

corrective action within the specified time frame to the commissioner or a designated department of insurance representative.

(b) In addition to the authority of the commissioner to respond to complaints described in subsection (a), the department of
insurance is authorized to address inquiries to utilization review agents that the department of insurance may deem necessary for
the public good or for a proper discharge of its duties. It shall be the duty of the agent to promptly answer such inquiries in writing.

(c) The commissioner shall maintain and update a list of utilization review agents issued certificates, including certificate
numbers and the renewal date for those certificates. The commissioner shall provide the list at cost to all individuals or organizations
requesting the list.

(d) Requirements for on-site review by the department of insurance shall be as follows:

(1) The commissioner or a designated department of insurance representative is authorized to make a complete on-site review

of the operations of each utilization review agent at the principal place of business for such agent as often as is deemed

necessary.

(2) Utilization review agents will be notified of the scheduled on-site visit by letter which will specify, as a minimum, the

identity of the commissioner's designated department of insurance representative and the expected arrival date and time.

(3) The utilization review agent must make available during such on-site visits all records relating to its operation.

(4) The commissioner or the designated department of insurance representative may perform periodic telephone audits of

utilization review agents authorized to conduct business in this state to determine if the agents are reasonably accessible.
(Department of Insurance; 760 IAC 1-46-9; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1394, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 IAC 1-46-10 Administrative violations
Authority: IC 27-8-17-20
Affected: IC 27-8-17-17

Sec. 10. If the commissioner, through the commissioner's designated representative, believes that a utilization review agent
may have violated, or is violating, this section or IC 27-8-17, the commissioner's designated representative shall comply with IC
27-8-17-17 in investigating the complaint and, where appropriate, in imposing sanctions against the utilization review agent.
(Department of Insurance; 760 IAC 1-46-10; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1395, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-46-11 Fees
Authority: IC 27-8-17-9; IC 27-8-17-20
Affected: IC27-8-17-10

Sec. 11. (a) The fee for initial application for certification as a utilization review agent is one hundred fifty dollars ($150).

(b) The annual renewal fee for a certificate as a utilization review agent is one hundred dollars ($100). (Department of
Insurance; 760 IAC 1-46-11; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1395, errata filed Feb 10, 1993, 4:00 p.m.: 16 IR 1514; filed
Sep 5, 1996, 11:00 a.m..: 20 IR 16; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-1IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 47. Continuing Education (Repealed)
(Repealed by Department of Insurance; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1829)

Rule 48. Standards for Accelerated Benefit Provisions of Individual and Group Life Insurance Policies
and Required Disclosure

760 IAC 1-48-1 Purpose; scope
Authority: 1C 27-1-3-7
Affected: IC 27-1-12; IC 27-8-12

Sec. 1. (a) This rule sets forth the standards for accelerated benefit provisions of individual and group life insurance policies
and provides required standards of disclosure.

(b) This rule applies to all accelerated benefit provisions of individual and group life insurance policies issued or delivered
in Indiana on or after the effective date of this rule, except those policies subject to IC 27-8-12. (Department of Insurance; 760 IAC
1-48-1; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1821, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27,
2007,4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-48-2 Definitions
Authority: 1C 27-1-3-7
Affected: IC27-1-12

Sec. 2. (a) As used in this rule, "accelerated benefits" refers to those benefits under a life insurance contract that:

(1) are payable to a policy owner or certificate holder, during the lifetime of the insured, in anticipation of death or upon the
occurrence of specified life threatening or catastrophic conditions as defined by the policy or rider;

(2) reduce the death benefit otherwise payable under the life insurance contract; and

(3) are payable upon the occurrence of a single qualifying event that results in the payment of a benefit amount fixed at the
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time of acceleration.

(b) As used in this rule, "qualifying event" means one (1) or more of the following:

(1) A medical condition that would result in a drastically limited life span as specified in the contract, for example, twenty-four

(24) months or less.

(2) A medical condition that has required or requires extraordinary medical intervention, such as, but not limited to, major

organ transplant or continuous artificial life support, without which the insured would die.

(3) Any condition that usually requires continuous confinement in an eligible institution as defined in the contract if the

insured is expected to remain there for the rest of his or her life.

(4) A medical condition which would, in the absence of extensive or extraordinary medical treatment, result in a drastically

limited life span, such as, but not limited to, one (1) or more of the following:

(A) Coronary artery disease resulting in an acute infarction or requiring surgery.

(B) Permanent neurological deficit resulting from cerebral vascular accident.

(C) End stage renal failure.

(D) Acquired immune deficiency syndrome.

(E) Other medical conditions which the commissioner of the department of insurance may approve for any particular
filing.

(5) Other qualifying events that the commissioner of the department of insurance may approve for any particular filing.
(Department of Insurance; 760 IAC 1-48-2; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1821; readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-48-3 Type of product
Authority: 1C 27-1-3-7
Affected: IC 27-1-12

Sec. 3. Accelerated benefit riders and life insurance policies with accelerated benefit provisions are primarily mortality risks
rather than morbidity risks. They are life insurance benefits subject to IC 27-1-12. (Department of Insurance; 760 IAC 1-48-3; filed
Feb 23,1993, 5:00p.m.: 16 IR 1822, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-48-4 Assignee; beneficiary
Authority: 1C 27-1-3-7
Affected: IC 27-1-12

Sec. 4. Prior to the payment of the accelerated benefit, the insurer must obtain from any assignee or irrevocable beneficiary
a signed acknowledgement of concurrence for payout. If the insurer making the accelerated benefit is itself the assignee under the
policy, no such acknowledgement is required. (Department of Insurance; 760 IAC 1-48-4; filed Feb 23, 1993, 5:00 p.m.: 16 IR
1822; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m..: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 201912 18-IR-
760190497RFA)

760 TAC 1-48-5 Criteria for payment
Authority: IC 27-1-3-7
Affected: IC 27-1-12

Sec. 5. The following criteria for payment apply:

(1) Contract payment options shall include the option to take the benefit as a lump sum. The benefit shall not be made
available as an annuity contingent upon the life of the insured.

(2) No restrictions are permitted on the use of the proceeds.
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(3) If any death benefit remains after payment of an accelerated benefit, the accidental death benefit provision, if any, in the
policy or rider shall not be affected by the payment of the accelerated benefit.
(Department of Insurance; 760 IAC 1-48-5; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1822, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-48-6 Disclosures
Authority: IC 27-1-3-7
Affected: IC 27-1-12

Sec. 6. (a) The terminology "accelerated benefit" shall be included in the descriptive title. Products subject to this rule shall
not be described or marketed as long term care insurance or as providing long term care benefits.
(b) A disclosure statement that receipt of these accelerated benefits may be taxable and that assistance should be sought from
a personal tax advisor is required at the time of application for the policy or rider and at the time the accelerated benefit payment
request is submitted. The disclosure statement shall be prominently displayed on the first page of the policy or rider and any other
related documents.
(c) The following disclosure requirements apply:
(1) A written disclosure including, but not necessarily limited to, a brief description of the accelerated benefit and definitions
of the conditions or occurrences triggering payment of the benefits shall be given to the applicant. The description shall
include an explanation of any effect of the payment of a benefit on the policy's cash value, accumulation account, death
benefit, premium, policy loans, and policy liens. In addition, the following apply:
(A) In the case of agent solicited insurance, the agent shall provide the disclosure form to the applicant prior to or
concurrently with the application. Acknowledgement of the disclosure shall be signed by the applicant and writing
agent.
(B) In the case of a solicitation by direct response methods, the insurer shall provide the disclosure form to the applicant
at the time the policy is delivered, with a notice that a full premium refund shall be received if the policy is returned
to the company within the free look period.
(C) In the case of group insurance policies, the disclosure form shall be contained as part of the certificate of coverage
or any related document furnished by the insurer for the certificate holder.
(2) If there is a premium or cost of insurance charge, the insurer shall give the applicant a generic illustration numerically
demonstrating any effect of the payment of a benefit on the policy's cash value, accumulation account, death benefit, premium,
policy loans, and policy liens. In addition, the following apply:
(A) In the case of agent solicited insurance, the agent shall provide the illustration to the applicant prior to or
concurrently with the application.
(B) In the case of a solicitation by direct response methods, the insurer shall provide the illustration to the applicant
at the time the policy is delivered.
(C) In the case of group insurance policies, the illustration form shall be contained as part of the certificate of coverage
or any related document furnished by the insurer for the certificate holder.
(3) The following disclosure of premium charges apply:
(A) Insurers with financing options other than as described in section 10(a)(2) and 10(a)(3) of this rule shall disclose
to the policy owner any premium or cost of insurance charge for the accelerated benefit. These insurers shall make a
reasonable effort to assure that the certificate holder is aware of any additional premium or cost of insurance charge
if the certificate holder is required to pay such charge.
(B) Insurers shall furnish an actuarial demonstration to the insurance department when filing the product disclosing the
method of arriving at their cost for the accelerated benefit.
(4) The insurer shall disclose to the policy owner any administrative expense charge. The insurer shall make a reasonable
effort to assure that the certificate holder is aware of any administrative expense charge if the certificate holder is required
to pay such charge.
(d) When a policy owner or certificate holder requests an acceleration, the insurer shall send a statement to the policy owner
or certificate holder and irrevocable beneficiary showing any effect that the payment of the accelerated benefit will have on the
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policy's cash value, accumulation account, death benefit, premium, policy loans, and policy liens. Also, the statement must show
the effect that a policy loan and a partial withdrawal, if available, would have on the policy's cash value, accumulation account, death
benefit, premiums, and policy loans. The statement shall disclose that receipt of accelerated benefit payments may adversely affect
the recipient's eligibility for Medicaid or other government benefits or entitlements. In addition, the statement shall disclose that
receipt of any accelerated benefit payment may be taxable and that assistance should be sought from a personal tax advisor. When
a previous disclosure statement becomes invalid as a result of an acceleration of the death benefit, the insurer shall send a revised
disclosure statement to the policy owner or certificate holder and irrevocable beneficiary. When the insurer agrees to accelerate death
benefits, the insurer shall issue an amended schedule page to the policyholder or notify the certificate holder under a group policy
to reflect any new, reduced in-force face amount of the contract. (Department of Insurance; 760 IAC 1-48-6; filed Feb 23, 1993,
5:00p.m.: 16 IR 1822; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-1R-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 IAC 1-48-7 Effective date of the accelerated benefits
Authority: 1C 27-1-3-7
Affected: IC27-1-12

Sec. 7. (a) The contract shall provide that the accelerated benefit provision shall be effective for accidents occurring on or
after the effective date of the policy or rider.

(b) The contract shall provide that the accelerated benefit provision is effective for illnesses occurring after a period of not
longer than thirty (30) days following the effective date of the policy or rider. (Department of Insurance; 760 IAC 1-48-7; filed Feb
23, 1993, 5:00 p.m.: 16 IR 1823, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-48-8 Waiver of premium
Authority: 1C 27-1-3-7
Affected: IC 27-1-12

Sec. 8. The insurer may offer a waiver of premium for the accelerated benefit provision in the absence of a regular waiver
of premium provision being in effect. At the time the benefit is claimed, the insurer shall explain any continuing premium
requirement to keep the policy in force. (Department of Insurance; 760 IAC 1-48-8; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1823;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA,
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 201912 18-IR-
760190497RFA)

760 IAC 1-48-9 Discrimination
Authority: IC 27-1-3-7
Affected: IC 27-1-12

Sec. 9. Insurers shall not:
(1) unfairly discriminate among insureds with differing qualifying events under the policy or among insureds with similar
qualifying events covered under the policy; and
(2) apply further conditions on the payment of the accelerated benefits other than those conditions specified in the policy or
rider.
(Department of Insurance; 760 IAC 1-48-9; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1823, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 IAC 1-48-10 Actuarial standards
Authority: IC 27-1-3-7
Affected: IC 27-1-12

Sec. 10. (a) The following financing options apply:

(1) The insurer may require a premium charge or cost of insurance charge for the accelerated benefit. These charges shall be

based on sound actuarial principles. In the case of group insurance, the additional cost may also be reflected in the experience

rating.

(2) The insurer may pay a present value of the face amount. The calculation shall be based on any applicable actuarial discount

appropriate to the policy design. The interest rate or interest rate methodology used in the calculation shall be based on sound

actuarial principles and disclosed in the contract or actuarial memorandum provided under section 11 of this rule. The
maximum interest rate used shall be no greater than the greater of:

(A) the current yield on ninety (90) day treasury bills; or

(B) the current maximum statutory adjustable policy loan interest rate.

(3) The insurer may accrue an interest charge on the amount of the accelerated benefits. The interest rate or interest rate

methodology used in the calculation shall be based on sound actuarial principles and disclosed in the contract or actuarial

memorandum. The maximum interest rate used shall be no greater than the greater of:
(A) the current yield on ninety (90) day treasury bills; or
(B) the current maximum statutory adjustable policy loan interest rate.

The interest rate accrued on the portion of the accelerated benefits which limit the amount available as a policy loan shall be
no more than the policy loan interest rate stated in the contract.
(b) Accelerated benefit payments may have the following effects on cash value:
(1) When payment of an accelerated benefit results in a reduction in the death benefit, there shall be no more than a pro rata
reduction in the cash value based on the percentage of death benefits accelerated to produce the accelerated benefit payment.
(2) Alternatively, the payment of accelerated benefits, any administrative expense charges, any future premiums, and any
accrued interest can be considered a lien against the death benefit of the policy or rider. As long as such a lien is outstanding,
access to the cash value, whether by surrender, partial withdrawal, or policy loan, may be restricted to any excess of the cash
value over the sum of any outstanding policy loans and a pro rata portion of the cash value. At any point in time, such pro rata
portion of the cash value shall be the cash value at that point times the ratio of the lien at that point divided by the insured's
death benefit at that point.

(c) The payment of an accelerated benefit may not be required to be applied toward repaying an amount greater than a pro
rata proportion of any outstanding policy loans. (Department of Insurance; 760 IAC 1-48-10; filed Feb 23, 1993, 5:00 p.m.: 16 IR
1823; readopted filed Sep 14, 2001, 12:22p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 201912 18-IR-
760190497RFA)

760 IAC 1-48-11 Actuarial disclosure and reserves
Authority: IC 27-1-3-7
Affected: IC 27-1-12

Sec. 11. (a) A qualified actuary shall describe the accelerated benefits, the risks, the expected costs, and the calculation of
statutory reserves in an actuarial memorandum accompanying each filing. The insurer shall maintain in its files descriptions of the
bases and procedures used to calculate benefits payable under these provisions. These descriptions shall be made available for
examination by the commissioner of the department of insurance upon request.

(b) When benefits are provided through the acceleration of benefits under group or individual life policies or riders to such
policies, policy reserves shall be determined in accordance with the Standard Valuation Law. All valuation assumptions used in
constructing the reserves shall be determined as appropriate for statutory valuation purposes by a member in good standing of the
American Academy of Actuaries. Mortality tables and interest currently recognized for life insurance reserves by the National
Association of Insurance Commissioners (NAIC) may be used as well as appropriate assumptions for the other provisions
incorporated in the policy form. The actuary must follow both actuarial standards and certification for good and sufficient reserves.
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Reserves in the aggregate must be sufficient to cover:

(1) policies upon which no claim has yet arisen; and

(2) policies upon which an accelerated claim has arisen.

(c) For policies and certificates that provide actuarially equivalent benefits, no additional reserves need to be established.

(d) Policy liens and policy loans, including accrued interest, represent assets of the company for statutory reporting purposes.
For any policy on which the policy lien exceeds the policy's statutory reserve liability, such excess must be held as a nonadmitted
asset. (Department of Insurance; 760 IAC 1-48-11, filed Feb 23, 1993, 5:00 p.m.: 16 IR 1824, readopted filed Sep 14, 2001, 12:22
p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 TAC 1-48-12 Filing; prior approval
Authority: IC 27-1-3-7
Affected: IC 27-1-12

Sec. 12. The filing and prior approval of forms containing an accelerated benefit is required. (Department of Insurance; 760
1AC 1-48-12; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1824, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov
27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 49. Registration of Medical Claims Review Agents

760 TAC 1-49-1 Authority
Authority: IC 27-8-16-14
Affected: IC 27-8-16-14

Sec. 1. This rule is adopted and promulgated by the department of insurance under IC 27-8-16-14. (Department of Insurance,
760 IAC 1-49-1; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1395, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed
Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-49-2 Definitions
Authority: IC 27-8-16-14
Affected: IC 27-8-16

Sec. 2. The definitions in IC 27-8-16 shall apply to all provisions contained in this rule. (Department of Insurance; 760 IAC
1-49-2; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1395; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27,
2007,4:01 p.m.: 20071226-1R-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 TAC 1-49-3 Certification of medical claims review agents
Authority: IC 27-8-16-14
Affected: IC 4-21.5;IC 27-8-16-11

Sec. 3. (a) An application for certification of a medical claims review agent must be filed with the department of insurance
at 311 West Washington Street, Suite 300, Indianapolis, Indiana 46204. Initial applications must be filed on or before February 28,
1993.

(b) The application, and fees as addressed in section 11 of this rule, must be submitted on a medical claims review agent
application form that can be obtained from the department of insurance. The application form is adopted by reference and may be
obtained from the Department of Insurance, 311 West Washington Street, Suite 300, Indianapolis, Indiana 46204.

(c) The completed application form shall be accompanied by a summary of the following information:
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(1) Procedures established for appeal of an adverse determination. These procedures must comply with section 6 of this rule.

(2) Policies and procedures that ensure that all applicable state and federal laws to protect the confidentiality of medical

records are followed. These procedures must comply with section 8 of this rule.

(d) The completed application form shall contain the following information:

(1) A certification that the medical claims review agent will comply with the provisions of IC 27-8-16.

(2) The categories of persons employed to perform medical claims review. Personnel changes within the categories do not

constitute a material change in the application.

(3) A description of the hours of operation within the state of Indiana and how the medical claims review agent may be

contacted during weekends and holidays. This description must be in compliance with section 7 of this rule.

(4) Representative samples of materials provided by the medical claims review agent or applicant to inform its clients,

enrollees, or providers of the requirements of medical claims review.

(5) A certification that the medical claims review agent is in compliance with IC 27-8-16-11.

(e) The medical claims review agent shall report any material changes in the information in the application or renewal form
referred to in this section not later than the thirtieth day after the date on which the change takes effect.

(f) The application process shall be as follows:

(1) The department of insurance shall have thirty (30) days after receipt of an application to determine whether the application

is complete. In the event that an application is found to be incomplete, the department of insurance will give the applicant

written notice of the required information necessary to complete the application. If the application is complete, the applicant
will be advised that the application has been received and accepted for review.

(2) The department of insurance shall have sixty (60) days from the date the application is determined to be complete under

subdivision (1) to process the application and approve or disapprove it. The department of insurance shall give the applicant

written notice of any deficiencies noted as a result of the review conducted under this subdivision.

(3) The department of insurance shall afford the applicant an opportunity for a meeting to discuss any omissions or

deficiencies noted.

(4) The applicant must correct the omissions or deficiencies in the application within thirty (30) days of the date of the latest

notice of the department of insurance of such omissions or deficiencies. If the applicant fails to do so, the application file will

be closed as an incomplete application. The application fee will not be refundable.

(5) The department of insurance shall maintain an application file that shall contain the application, notices of omissions or

deficiencies, responses, and any written materials generated by any person who was considered by the department of insurance

in evaluating the application.

(g) A medical claims review agent must apply for a certificate renewal every year, not later than June 30. The initial renewal
shall be completed by June 30, 1994. A renewal form must be used for this purpose. The renewal fee must be submitted with the
renewal form. The renewal form can be obtained from the department of insurance at the address listed in subsection (a). The
completed renewal form and the renewal fee must be submitted to the department of insurance at the address listed in subsection
(a). A medical claims review agent may continue to operate under its certificate after a completed renewal application form and the
renewal fee have been timely received by the department of insurance until the renewal is finally denied or issued by the department
of insurance. If a completed renewal application and fee are not received prior to June 30, the certificate will automatically be
canceled, and the medical claims review agent must complete and submit a new application form with the new application fee for
another certificate of registration.

(h) If an application or renewal is denied under this section, the applicant or registrant may appeal such denial under the terms
of the provisions of IC 4-21.5. A hearing of such appeal shall be conducted within forty-five (45) days from the date the petition
for hearing is filed with the commissioner. A decision by the commissioner shall be rendered within sixty (60) days from the date
of the hearing.

(1) Applications that are filed on or before February 28, 1993, will be processed on a first in, first out basis by the department
of insurance. The time lines set out for processing applications in subsection (f) will not apply to these applications.

(j) Entities that were operating in Indiana as medical claims review agents on or after July 1, 1992, must file the application
described in subsections (a) through (d) by February 28, 1993. Those entities may continue to operate as medical claims review
agents pending review of the application unless they are advised in writing that the application has been disapproved or closed as
an incomplete application as described in subsection (f). No entity may continue to operate after fifteen (15) days from the date of
the notice of the denial or closure of the file. (Department of Insurance; 760 IAC 1-49-3; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1395;
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readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-49-4 General standards of medical claims review
Authority: IC 27-8-16-14
Affected: IC 27-8-16

Sec. 4. The medical claims review, including appeal requirements, shall be conducted in accordance with standards or
guidelines developed with input from appropriate health care providers and approved by a physician. The medical claims review
shall include the following components:

(1) Written procedures for the following:

(A) Notification to the insurance companies, health maintenance organizations, or other benefit programs of the medical
claims review agent's determinations.
(B) Appeal of an adverse determination and a copy of any forms used during the appeal process, as required by section
6 of this rule.
(C) Receiving or redirecting toll free telephone calls during normal business hours and after hour calls, either in person
or by recording, and assurance that a toll free number will be maintained forty (40) hours per week during normal
business hours, as addressed in section 7 of this rule.
(D) Reviewing, including the following:
(1) Any form used during the review process.
(1) Time frames that shall be met during the review.
(E) Handling of written complaints by enrollees, patients, or health care providers as addressed in section 9(a) of this
rule.
(F) Determining if health care providers utilized by the medical claims review agents are licensed.
(G) Orientation and training of personnel who perform medical claims review.
(H) Assuring that patient-specific information obtained during the process of medical claims review, as addressed in
section 8 of this rule, will be:
(i) kept confidential in accordance with applicable federal and state laws;
(i1) used for purposes of medical claims review, quality assurance, discharge planning, and catastrophic case
management;
(iii) shared with only those agencies (such as the claims administrator) that have authority to receive such
information; and
(iv) summary data shall not be considered confidential if it does not provide sufficient information to allow for
identification of individual patients.

(2) Each medical claims review agent shall utilize written screening criteria and review procedures that are established and

periodically evaluated and updated with appropriate involvement from health care providers. Such written screening criteria

and review procedures shall be available for review and inspection by the commissioner or a designated department of
insurance representative and copying, as necessary, for the commissioner to carry out his or her lawful duties under the

Insurance Code, provided; however, that any information obtained or acquired under the authority of this rule and IC 27-8-16

is confidential and privileged and not subject to the open records law or subpoena except to the extent necessary for the

commissioner to enforce this rule and IC 27-8-16.

(3) Medical claims review agents' decisions shall be made in accordance with standards or guidelines that are developed with

input from appropriate health care providers and approved by a physician.

(Department of Insurance; 760 IAC 1-49-4; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1397, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 IAC 1-49-5 Notice of determinations made by medical claims review agents
Authority: IC 27-8-16-14
Affected: IC 27-8-16-7

Sec. 5. In making a determination as to reimbursement of a claim, medical claims review agents shall comply with all
provisions contained in IC 27-8-16-7. (Department of Insurance; 760 IAC 1-49-5; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1397;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 TAC 1-49-6 Appeal of adverse determination of medical claims review agents
Authority: IC 27-8-16-14
Affected: IC 27-8-16-8

Sec. 6. A medical claims review agent shall comply with all provisions of IC 27-8-16-8 in establishing an appeal procedure
for adverse determinations. (Department of Insurance; 760 IAC 1-49-6; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1397, readopted filed
Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov
26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-49-7 Medical claims review agent's telephone access
Authority: IC 27-8-16-14
Affected: IC 27-8-16-7

Sec. 7. (a) A medical claims review agent shall have personnel available by toll free telephone at least forty (40) hours per
week during normal business hours.

(b) A medical claims review agent must have a telephone system capable of accepting, recording, or providing instructions
to incoming calls during other than normal business hours and shall respond to such calls not later than two (2) working days after
the date on which the call was received. (Department of Insurance; 760 IAC 1-49-7; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1397;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 201912 18-IR-
760190497RFA)

760 TAC 1-49-8 Confidentiality
Authority: IC 27-8-16-14
Affected: IC 27-8-16

Sec. 8. (a) A medical claims review agent shall preserve the confidentiality of individual medical records to the extent required
by state and federal laws.

(b) To assure confidentiality, a medical claims review agent must, when contacting a health care provider's office or hospital,
provide its certification number and the caller's name to the provider's named claim review agent representative in the health care
provider's office.

(c) Medical records and patient-specific information shall be maintained by the medical claims review agent in a secure area
with access limited to medical claims review personnel only.

(d) Information generated and obtained by the medical claims review agent or employer of the medical claims review agent
in the course of medical claims review shall be retained for at least two (2) years if the information relates to a case for which an
adverse decision was made at any point or if the information relates to a case that may be reopened. (Department of Insurance; 760
TAC 1-49-8; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1398, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov
27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 IAC 1-49-9 Complaints and information
Authority: IC 27-8-16-14
Affected: IC 27-8-16

Sec. 9. (a) Within a reasonable time period, upon receipt of a written complaint alleging a violation of this section or IC 27-8-
16 by a medical claims review agent, from an enrollee's health care provider, a person acting on behalf of the enrollee, or the
enrollee, the commissioner or a designated department of insurance representative shall investigate the complaint and furnish a
written response to the complainant and the medical claims review agent named. The response will not identify in any manner the
patient or patients without written consent. This response must include the following:

(1) A statement of the original complaint.

(2) A copy of any written response by the medical claims review agent. The written response should not contain privileged

medical records. If it is necessary to refer to medical records, they shall be forwarded separate from the response and clearly

marked as privileged medical records.

(3) A statement of the findings of the commissioner or a designated department of insurance representative and an explanation

of the basis of such findings.

(4) Corrective actions, if any, on the part of the medical claims review agent that the commissioner or a designated department

of insurance representative finds appropriate.

(5) A time frame in which any corrective actions should be completed. The medical claims review agent will provide evidence

of corrective action within the specified time frame to the commissioner or a designated department of insurance

representative.

(b) In addition to the authority of the commissioner to respond to complaints described in subsection (a), the department of
insurance is authorized to address inquiries to medical claims review agents that the department of insurance may deem necessary
for the public good or for a proper discharge of its duties. It shall be the duty of the agent to promptly answer such inquiries in
writing.

(c) The commissioner shall maintain and update a list of medical claims review agents issued certificates, including certificate
numbers and the renewal date for those certificates. The commissioner shall provide the list at cost to all individuals or organizations
requesting the list.

(d) Requirements for on-site review by the department of insurance shall be as follows:

(1) The commissioner or a designated department of insurance representative is authorized to make a complete on-site review

of the operations of each medical claims review agent at the principal place of business for such agent as often as is deemed

necessary.

(2) Medical claims review agents will be notified of the scheduled on-site visit by letter which will specify, as a minimum,

the identity of the commissioner's designated department of insurance representative and the expected arrival date and time.

(3) The medical claims review agent must make available during such on-site visits all records relating to its operation.

(4) The commissioner or the designated department of insurance representative may perform periodic telephone audits of

medical claims review agents authorized to conduct business in this state to determine if the agents are reasonably accessible.
(Department of Insurance; 760 IAC 1-49-9; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1398, errata filed Feb 10, 1993, 4:00 p.m.: 16
IR 1514; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 IAC 1-49-10 Administrative violations
Authority: IC 27-8-16-14
Affected: IC 27-8-16-12

Sec. 10. If the commissioner, through the commissioner's designated representative, believes that a medical claims review
agent may have violated, or is violating, this section or IC 27-8-16, the commissioner's designated representative shall comply with
IC 27-8-16-12 in investigating the complaint and, where appropriate, in imposing sanctions against the medical claims review agent.
(Department of Insurance; 760 IAC 1-49-10; filed Dec 31, 1992, 9:00 a.m.: 16 IR 1398, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
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20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-49-11 Fees
Authority: IC 27-8-16-5; IC 27-8-16-6; IC 27-8-16-14
Affected: IC 27-8-16-5;IC 27-8-16-6

Sec. 11. (a) The fee for initial application for certification as a medical claims review agent is one hundred fifty dollars ($150)
and must accompany the application.

(b) The annual renewal fee for a certificate as a medical claims review agent is one hundred dollars ($100) and must
accompany the application. The annual renewal fee is nonrefundable. (Department of Insurance; 760 IAC 1-49-11, filed Dec 31,
1992, 9:00 a.m.: 16 IR 1399, filed Sep 5, 1996, 11:00 a.m.: 20 IR 16; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531;
readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-
760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 50. Continuing Education
760 IAC 1-50-1 Authority (Expired)
Sec. 1. (Expired under IC 4-22-2.5, effective January 1, 2002.)

760 IAC 1-50-2 Definitions
Authority: 1C 27-1-15.7-7
Affected: IC 27-1-15.6-2; IC 27-1-15.7-2; IC 27-1-15.7-6

Sec. 2. In addition to the definitions in IC 27-1-15.6-2, the following definitions apply throughout this rule:

(1) "Advisory council" means the insurance producer education and continuing education advisory council created by IC 27-1-

15.7-6.

(2) "Department" means the department of insurance.

(3) "Producer" means an insurance producer as defined by IC 27-1-15.6-2(7) and shall also include a solicitor licensed under

IC 27-1-15.6-2(7).

(4) "Provider" means an individual, insurance company, insurance trade association, accredited college, or insurance education

institution that offers an insurance producer continuing education course that is approved by the commissioner.
(Department of Insurance; 760 IAC 1-50-2; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1825; filed Nov 4, 1999, 10:12 a.m.: 23 IR 572;
filed Dec 12,2003, 10:30a.m.: 27 IR 1568, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RF A; readopted filed
Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-50-3 Continuing education credit hour defined
Authority: IC 27-1-15.7-4; 1C 27-1-15.7-7
Affected: IC27-1-15.7-2

Sec. 3. (a) A continuing education credit hour is based on a one (1) hour block of time. Fifty (50) minutes of instruction in
a sixty (60) minute period will constitute one (1) continuing education credit hour. Time designated by the provider as break time
may not be considered when computing course credit hours.

(b) Continuing education credit hours will be approved in no less than one-half (*2) hour increments.

(c) One (1) continuing education credit hour is the minimum number of hours that will be approved for a continuing education
course.

(d) Eight (8) hours of classroom instruction per day are the maximum number of hours that will be approved for a continuing
education course. (Department of Insurance; 760 IAC 1-50-3; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1825, filed Nov 4, 1999, 10:12
a.m.: 23 IR 573; filed Dec 12, 2003, 10:30 a.m.: 27 IR 1569; filed Jan 5, 2005, 9:33 a.m.: 28 IR 1482, readopted filed Nov 24, 2010,
9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)
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760 IAC 1-50-4 Application requirements
Authority: IC 27-1-15.7-4; 1C 27-1-15.7-7
Affected: IC27-1-15.7-2

Sec. 4. (a) Any:

(1) individual;

(2) insurance company;

(3) insurance trade association;

(4) insurance producer association;

(5) accredited college; or

(6) insurance education institution;
may submit continuing education courses for approval by the commissioner.

(b) Course information must be submitted on an application form that may be obtained from the Department of Insurance,
311 West Washington Street, Suite 300, Indianapolis, Indiana 46204-2787. The application form is adopted by reference.

(c) A completed application form shall be submitted to the Continuing Education Program, c/o Indiana Department of
Insurance, 311 West Washington Street, Suite 300, Indianapolis, Indiana 46204-2787.

(d) The application form shall be submitted at least sixty (60) days before the date of the continuing education course.

(e) A provider may advertise a continuing education course after submission to the department but before its approval;
however, the provider must clearly indicate in any advertisement of the course that course approval is pending.

(f) A nonrefundable processing fee in the amount of forty dollars ($40) per course, or a yearly fee in the amount of five
hundred dollars ($500) for all courses, shall be submitted to the department along with a completed application form.

(g) Videotaped, Internet, and satellite broadcast programs may be approved for continuing education credit.

(h) Each educational segment within a convention program or an association annual meeting shall be submitted individually
for continuing education credit.

(i) Applications for continuing education course approval shall be presented to the advisory council. The advisory council
shall review each application and make a recommendation to the commissioner on whether the course should be approved and the
number of credit hours to be awarded. The department shall notify the provider in writing when the commissioner approves or
disapproves a continuing education course.

(j) Course approval is valid for two (2) years from the date of the commissioner's approval. Thereafter, the course must be
resubmitted for approval under this section. (Department of Insurance; 760 IAC 1-50-4; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1825;
filed Nov 4, 1999, 10:12 a.m.: 23 IR 573, filed Dec 12, 2003, 10:30 a.m.: 27 IR 1569; filed Jan 5, 2005, 9:33 a.m.: 28 IR 1482;
readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-
760160436RFA)

760 IAC 1-50-5 Requirements for self-study continuing education courses
Authority: IC 27-1-15.7-4; 1C 27-1-15.7-7
Affected: IC 27-1-15.6-12

Sec. 5. (a) In addition to the requirements in section 4 of this rule, self-study courses are subject to the following requirements:
(1) A producer enrolled in a self-study course, including a computer-based course, shall take a written or computer-based
examination at the conclusion of the self-study course. The written or computer-based examination must comply with the
following requirements:

(A) Examination questions shall be multiple choice.

(B) Questions shall be selected at random from a bank of questions.

(C) At least three (3) different versions of the examination shall be used on a random basis.

(D) The examination for a course approved for eight (8) hours of credit or less shall consist of at least twenty-five (25)

questions.

(E) The examination for a course approved for greater than eight (8) hours of credit shall consist of at least fifty (50)

questions.

(F) The examination for a course approved for greater than twelve (12) hours of credit shall consist of at least seventy-
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five (75) questions.

(G) The written examination shall be sealed in an opaque envelope. The testing protocol and affidavit requirements of
subdivision (4) shall be written on the outside of the envelope.

(H) The examination shall be graded by the provider.

(D) A computer-based examination may not include prompts designed to aid the student in answering examination
questions.

(2) A producer must correctly answer seventy percent (70%) of the examination questions in order to pass the self-study

course.

(3) A producer must pass a self-study examination to receive any continuing education credit hours for the self-study course.

(4) When taking the self-study examination, the producer shall do all of the following:

(A) Sign an affidavit, supplied by the provider, that states the producer did not use outside help, such as an open
textbook or another individual, in taking the examination.

(B) A second producer must sign the affidavit verifying that the second producer witnessed the first producer's
examination and no outside help was used. A producer who takes the examination at a testing center that administers
tests for professional designations may have a representative of the testing center sign the affidavitrather than a licensed
producer.

(C) The signed affidavit must be returned to the provider.

The provider shall retain the original affidavit for four (4) years.

(5) The provider shall grade the examination and mail the results to the producer no later than thirteen (13) days after the date

upon which the producer mailed the completed examination to the provider.

(6) A computer-based course that includes a computer-based examination must be designed to prevent the student from

skipping the education materials before taking the examination.

(b) Failure to comply with the requirements of this section may result in disciplinary action by the department under IC 27-1-
15.6-12. (Department of Insurance; 760 IAC 1-50-5; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1826; filed Nov 4, 1999, 10:12 a.m.: 23
IR 574, filed Dec 12, 2003, 10:30 a.m.: 27 IR 1569, filed Jan 5, 2005, 9:33 a.m.: 28 IR 1483, readopted filed Nov 24, 2010, 9:17
a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-50-6 Appeals of continuing education courses
Authority: 1C 27-1-15.5-7.1
Affected: IC 27-1-15.5-7.1

Sec. 6. (a) In the event a provider objects to the number of hours assigned to a continuing education course or the
commissioner disapproves a course, the provider may appeal the commissioner's decision. The appeal shall be made in writing to
the commissioner within thirty (30) days after the commissioner's decision.

(b) The commissioner, in consultation with the advisory council, shall consider any appeal filed by a provider.

(c) The decision of the commissioner shall be a final administrative order. (Department of Insurance; 760 IAC 1-50-6; filed
Feb 23,1993, 5:00 p.m.: 16 IR 1826, filed Nov 4, 1999, 10:12 a.m.: 23 IR 574, readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896,
readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-
760160436RFA)

760 TAC 1-50-7 Record keeping requirements
Authority: IC 27-1-15.7-7
Affected: IC27-1-15.7-4

Sec. 7. (a) A provider shall take attendance at each continuing education course. The provider shall retain the attendance
reports for four (4) years. The attendance report shall contain the following information:

(1) The producer's name.

(2) The producer's license number.

(3) The producer's birth date.

(4) The producer's signature.
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(5) Any other information requested by the department.

(b) A provider shall provide each producer who attends a continuing education course, or passes a self-study course, with a
certificate of completion form no later than ten (10) days following the completion of the course. The certificate of completion form
is adopted by reference, and a copy of the form may be obtained from the Department of Insurance, 311 West Washington Street,
Suite 300, Indianapolis, Indiana 46204-2787.

(c) For two (2) years following a continuing education course, the provider shall prepare a duplicate certificate of completion
upon the request of a producer who attended the course. The certificate must be provided within ten (10) days of the request.

(d) No later than ten (10) days after a request from the department, the provider shall deliver to the department a list of the
producers to whom it has delivered a certificate of completion for a specific course or courses.

(e) In the event a provider fails to provide a certificate of completion as required in this section, the commissioner may
suspend approval of any or all of a provider's continuing education courses.

(f) The producer shall retain the certificate of completion for four (4) years following completion of the course.

(g) A provider shall notify the department at least thirty (30) days in advance of an approved continuing education course
being offered. (Department of Insurance; 760 IAC 1-50-7; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1826; filed Nov 4, 1999, 10:12 a.m.:
23 IR 575, errata filed Dec 15, 1999, 9:08 a.m.: 23 IR 1110; filed Dec 12, 2003, 10:30 a.m.: 27 IR 1570, readopted filed Nov 24,
2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-50-8 Agent record keeping responsibilities (Repealed)
Sec. 8. (Repealed by Department of Insurance; filed Nov 4, 1999, 10:12 a.m.: 23 IR 577)

760 IAC 1-50-9 Solicitor's continuing education requirements
Authority: 1C 27-1-15.5-7.1
Affected: IC27-1-15.5-7.3;IC 27-1-15.5-7.7

Sec. 9. Beginning with the January 1993 renewals, and each year thereafter, individuals renewing their solicitor's license must
show proof of having completed fifteen (15) hours of continuing education credit each year. (Department of Insurance; 760 IAC
1-50-9; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1827, filed Nov 4, 1999, 10:12 a.m.: 23 IR 575, readopted filed Nov 7, 2005, 10:50
a.m.: 29 IR 896, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RF A, readopted filed Nov 23, 2016, 9:47 a.m.:
20161221-IR-760160436RFA)

760 IAC 1-50-10 Reciprocal agreements
Authority: 1C 27-1-15.5-7.1
Affected: IC27-1-15.5-7.3

Sec. 10. (a) The department may enter into reciprocal agreements with other states for the approval or disapproval of
continuing education courses. When considering an application for continuing education course approval, the department shall
approve a continuing education course approved by a state that has entered into a reciprocal agreement with the department for the
same number of credit hours it was approved for in the other state.

(b) Notwithstanding subsection (a), no course described in IC 27-1-15.5-7.3(b) shall be approved under this section.
(Department of Insurance; 760 IAC 1-50-10; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1828, filed Nov 4, 1999, 10:12 a.m.: 23 IR 576;
readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA;
readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 TAC 1-50-11 List of continuing education course providers
Authority: IC 27-1-15.5-7.1
Affected: IC 27-1-15.5-7.1

Sec. 11. The department shall maintain a current list of providers who offer approved continuing education courses.
(Department of Insurance; 760 IAC 1-50-11; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1828; filed Nov 4, 1999, 10:12 a.m.: 23 IR 576;
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readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA;
readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-50-12 Extension of continuing education course requirements (Repealed)
Sec. 12. (Repealed by Department of Insurance; filed Nov 4, 1999, 10:12 a.m.: 23 IR 577)

760 IAC 1-50-13 Retirement exemption
Authority: 1C 27-1-15.7-7
Affected: IC 27-1-15.6-12

Sec. 13. (a) A retired producer who is required by an insurer to maintain his or her license in order to collect commissions
on business written before retirement may apply for an exemption from continuing education requirements.

(b) To obtain a retirement exemption, a producer shall complete and submit to the department the exemption form set forth
in section 13.5 of this rule.

(c) The producer shall notify the department of any changes in his or her retirement status.

(d) A retired producer who solicits or services a policy is not eligible to apply for or retain an exemption from the continuing
education requirements.

(e) A producer who fails to notify the department of any change in status under this section will be subject to administrative
action under IC 27-1-15.6-12. (Department of Insurance; 760 IAC 1-50-13; filed Feb 23, 1993, 5:00 p.m.: 16 IR 1828, filed Nov
4,1999,10:12a.m.: 23 IR 576; filed Dec 12, 2003, 10:30 a.m.: 27 IR 1570, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-
760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-50-13.5 Retirement exemption form
Authority: 1C 27-1-15.7-7
Affected: IC 27-1-15.6-3; IC 27-1-15.7-2

Sec. 13.5. The form referenced in section 13 of this rule is as follows:
CONTINUING EDUCATION EXEMPTION FORM
FOR RETIRED INSURANCE PRODUCERS
AND SOLICITORS

I , do hereby attest that effective I am retired and am no longer an active insurance
producer. [ will not solicit or service any insurance policy or policyholder. I respectfully request that I be exempt from fulfilling the
continuing education requirements as prescribed by IC 27-1-15.7-2.

If my current situation changes and I plan to solicit or service insurance policies or policyholders, I will immediately notify
the Indiana Department of Insurance of my change in status. [ understand that the Department will rescind any continuing education
exemption, and I will thereafter be responsible for all continuing education requirements as prescribed in IC 27-1-15.7-2.

I further understand that if I fail to notify the Department of Insurance of any change in my retirement status and I engage
in the business of insurance, including soliciting or servicing an insurance policy, I will be subject to administrative sanctions.

Date Signature

License number Address

License expiration date City/State Zip

Subscribed and sworn to before me this day of ,
Notary Public

My commission expires:
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County of residence:
(Department of Insurance; 760 IAC 1-50-13.5; filed Nov 4, 1999, 10:12 a.m.: 23 IR 576; filed Dec 12, 2003, 10:30 a.m.: 27 IR
1571; readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-
IR-760160436RFA)

760 IAC 1-50-14 Disciplinary sanctions (Repealed)
Sec. 14. (Repealed by Department of Insurance; filed Nov 4, 1999, 10:12 a.m.: 23 IR 577)
760 IAC 1-50-15 Fees (Repealed)

Sec. 15. (Repealed by Department of Insurance; filed Nov 4, 1999, 10:12 a.m.: 23 IR 577)

Rule 51. Procedures for Reinsurance Intermediaries

760 IAC 1-51-1 Authority
Authority: IC 27-6-9-26
Affected: IC 27-6-9-26

Sec. 1. This rule is adopted and promulgated by the department of insurance under IC 27-6-9-26. (Department of Insurance;
760 IAC 1-51-1; filed Jul 8, 1993, 10:00 a.m.: 16 IR 2561, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed
Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-51-2 Definitions
Authority: IC 27-6-9-26
Affected: IC 27-6-9

Sec. 2. (a) The definitions as set forth in IC 27-6-9 shall apply for purposes of this rule, in addition to the definition in this
section.

(b) As used in this rule, "annual reinsurance premium" means all reinsurance premiums managed by a reinsurance intermediary
regardless of where the risks are located. (Department of Insurance; 760 IAC 1-51-2; filed Jul 8, 1993, 10:00 a.m.: 16 IR 2561;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-51-3 Licensing requirements
Authority: 1C 27-6-9-26
Affected: IC 27-6-9

Sec. 3. (a) The initial licensing form for a reinsurance intermediary must be filed with the department of insurance on or before
July 1, 1993, and will be subject to renewal annually on or before July 1 of each year thereafter.

(b) The application form to license a reinsurance intermediary can be obtained from the department of insurance. The
application form is adopted by reference, and a copy may be obtained from the Department of Insurance, 311 West Washington
Street, Suite 300, Indianapolis, Indiana 46204-2787.

(c) A nonrefundable application fee of one hundred dollars ($100), payable by either check or money order, must accompany
the application form.

(d) If the applicant, and all persons whose names are listed as reinsurance intermediary on the application, meet the
qualifications of IC 27-6-9, the department of insurance will issue the applicant a reinsurance intermediary license.

(e) Any person, firm, association, or corporation who is required to obtain a reinsurance intermediary license and who is not
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a resident of this state must obtain a nonresident reinsurance intermediary license.
(f) The reinsurance intermediary shall report any material changes in the information in the application or renewal form
referred to in this section not later than thirty (30) days after the date on which the change takes effect.
(g) The application process shall be as follows:
(1) The department of insurance shall have thirty (30) days after receipt of an application to determine whether the application
is complete. In the event that an application is found to be incomplete, the department of insurance will give the applicant
written notice of the required information necessary to complete the application. If the application is complete, the applicant
will be advised that the application has been received and accepted for review.
(2) The department of insurance shall have sixty (60) days from the date the application is determined to be complete under
subdivision (1) to process the application and to approve or disapprove it. The department of insurance shall give the applicant
written notice of any deficiencies noted as a result of the review conducted under this subdivision. If approved, the department
shall give the applicant written notice of the approval.
(3) The department of insurance shall afford the applicant an opportunity for a meeting to discuss any omissions or
deficiencies noted.
(4) The applicant must correct the omissions or deficiencies in the application within thirty (30) days of the date of the latest
notice of the department of insurance of such omissions or deficiencies. If the applicant fails to do so, the application file will
be closed as an incomplete application. The application fee will not be refundable.
(5) The department of insurance shall maintain an application file which shall contain the application, notices of any omissions
or deficiencies, responses, and any written materials generated by any person who was considered by the department of
insurance in evaluating the application.
(h) The renewal process shall be as follows:
(1) A reinsurance intermediary license is valid for one (1) year from the date of issuance. A reinsurance intermediary shall
apply for a license renewal every year on or before the anniversary date of issuance or the license shall terminate.
(2) The renewal form can be obtained from the commissioner of the department of insurance at the address listed in subsection
(b).
(3) A completed renewal form and a renewal application fee of one hundred dollars ($100) must be submitted to the
commissioner of the department of insurance at the address listed in subsection (b).
(4) A reinsurance intermediary may continue to operate under its license after a completed renewal application form and the
renewal fee have been timely received by the department of insurance until the renewal is finally denied by the department
of insurance.
(Department of Insurance; 760 IAC 1-51-3; filed Jul 8, 1993, 10:00 a.m.: 16 IR 2561, filed Sep 5, 1996, 11:00 a.m.: 20 IR 16,
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-51-4 Fidelity bond requirement
Authority: 1C 27-6-9-26
Affected: IC 27-6-9-14

Sec. 4. (a) All reinsurance intermediary-managers shall acquire and maintain a fidelity bond for the protection of the reinsurer
contracting with the reinsurance intermediary-manager.

(b) The bond shall be in an amount equal to five hundred thousand dollars ($500,000) or ten percent (10%) of the annual
reinsurance premium managed by the reinsurance intermediary-manager, whichever is greater, except that mandatory bond limits
under this subsection shall not exceed ten million dollars ($10,000,000).

(c) The bond amount shall be adjusted accordingly on or before the license renewal of the reinsurance intermediary-manager
each year.

(d) A copy of the executed bond shall be filed with the commissioner of the department of insurance at the time the initial
license application is filed.

(e) The insurer shall provide the department with appropriate documentation to show that the bond continues in force or that
anew bond has been secured at each renewal. (Department of Insurance; 760 IAC 1-51-4; filed Jul 8, 1993, 10:00 a.m.: 16 IR 2562;
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readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-51-5 Errors and omissions policy requirement
Authority: IC 27-6-9-26
Affected: IC 27-6-9-14

Sec. 5. (a) All reinsurance intermediary-managers shall acquire and maintain an errors and omissions insurance policy with
limits equal to those specified in subsection (b).

(b) The policy coverage limits shall be two hundred fifty thousand dollars ($250,000) or twenty-five percent (25%) of the
annual reinsurance premium managed by the reinsurance intermediary-manager, whichever is greater, except that mandatory policy
limits under this subsection shall not exceed ten million dollars ($10,000,000).

(c¢) The policy limits shall be adjusted accordingly on or before the license renewal of the reinsurance intermediary-manager
each year.

(d) Proof of such insurance shall be filed with the commissioner of the department of insurance at the time of the initial license
application.

(e) The insurer shall provide the department of insurance with appropriate documentation to show that the errors and
omissions policy remains in force or that a new policy has been secured at each renewal. (Department of Insurance; 760 [AC 1-51-5;
filed Jul 8, 1993, 10:00 a.m.: 16 IR 2562, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01
p.m.: 20071226-1R-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted filed Nov
19,2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-51-6 Compilation and review
Authority: 1C 27-6-9-26
Affected: IC 27-6-9

Sec. 6. (a) The reinsurance intermediary-manager shall contract with a certified public accountant for an annual compilation
and review. The compilation shall include the following:

(1) A report by an independent certified public accountant.

(2) A balance sheet.

(3) A statement of income.

(4) A statement of cash flows.

(5) A statement of income and retained earnings.

(6) Verification by management, under oath, of the amount of reinsurance premiums written for the previous calendar year.

(b) The insurer shall retain a copy of the compilation and review conducted under subsection (a) for each reinsurance
intermediary-manager with whom the insurer has a contract.

(c) The department of insurance shall retain authority to examine a reinsurance intermediary-manager notwithstanding
termination of the reinsurance intermediary-manager's contractual authority. (Department of Insurance; 760 IAC 1-51-6; filed Jul
8, 1993, 10:00 a.m.: 16 IR 2562; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-51-7 Separability
Authority: 1C 27-6-9-26
Affected: IC 27-6-9

Sec. 7. If any provision of this rule or the application thereof to any person or circumstances is for any reason held to be
invalid, the remainder of the rule and the application of such provision to other persons or circumstances shall not be affected
thereby. (Department of Insurance; 760 IAC 1-51-7; filed Jul 8, 1993, 10:00 a.m.: 16 IR 2563, readopted filed Sep 14, 2001, 12:22
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p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 52. Managing General Agents; Procedures

760 IAC 1-52-1 Authority
Authority: IC 27-1-33-11
Affected: IC 27-1-33-11

Sec. 1. This rule is adopted and promulgated by the department of insurance under IC 27-1-33-11. (Department of Insurance,
760 IAC 1-52-1; filed Feb 4, 1994, 5:00 p.m.: 17 IR 1090, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed
Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-52-2 Definitions
Authority: 1C 27-1-33-11
Affected: IC 27-1-33-4

Sec. 2. (a) The definitions contained in IC 27-1-33, in addition to the definitions in this section, shall apply for purposes of
this rule.

(b) A person, firm, association, or corporation shall qualify as a managing general agent under IC 27-1-33-4(a)(4)(A) only
if the person, firm, association, or corporation, in addition to other criteria set forth in IC 27-1-33-4, has the authority to adjust or
pay claims in an amount equal to or exceeding fifteen thousand dollars ($15,000) per claim.

(c) As used in this rule, "gross direct written premium" means all direct premiums written by a managing general agent
regardless of where the risks are located. (Department of Insurance; 760 IAC 1-52-2; filed Feb 4, 1994, 5:00 p.m.: 17 IR 1090,
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 TAC 1-52-3 Registration of managing general agents
Authority: IC 27-1-33-11
Affected: IC 27-1-33-7

Sec. 3. (a) The initial registration form for managing general agents must be filed with the department of insurance by each
insurer who contracts with a managing general agent on or before March 1, 1994, and will be subject to renewal on July 1, 1995,
and annually each July 1 thereafter.

(b) The form to register managing general agents can be obtained from the department of insurance. The registration form
is adopted by reference, and a copy may be obtained from the Department of Insurance, 311 West Washington Street, Suite 300,
Indianapolis, Indiana 46204-2787.

(c) A nonrefundable fee of one hundred dollars ($100), payable by either check or money order, must accompany the
registration form.

(d) At the time of filing with the department of insurance the initial registration form for managing general agents described
in subsections (a) and (b), each insurer must file with the department of insurance a sample contract agreement between itself and
a managing general agent as described in IC 27-1-33-7.

(e) Subsequent to the initial registration of managing general agents, any insurer which enters into a contract with any person,
firm, association, or corporation meeting the definition of a managing general agent shall be required to register that managing
general agent with the commissioner of the department of insurance within thirty (30) days of entering into such contract. Such
registration is required on the form described in subsection (b).

(f) Subsequent to the initial registration of managing general agents, any insurer which terminates a contract with any person,
firm, association, or corporation meeting the definition of a managing general agent shall be required to notify the commissioner
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of the department of insurance of the termination of that contract within thirty (30) days from the effective date of termination. Such
notice is required on the registration form described in subsection (b).
(g) The registration process shall be as follows:
(1) The department of insurance shall have thirty (30) days after receipt of a registration form to determine whether the
registration form is complete. In the event that a registration form is found to be incomplete, the department of insurance will
give the insurer written notice of the required information necessary to complete the registration form. If the registration form
is complete, the insurer will be advised that the registration form has been received and accepted for review.
(2) The department of insurance shall have sixty (60) days from the date that the registration form is determined to be
complete under subdivision (1) to process the registration form and to approve or disapprove it. The department of insurance
shall give the insurer written notice of any deficiencies noted as a result of the review conducted under this subdivision. If
approved, the department of insurance shall give the insurer written notice of the approval.
(3) The department of insurance shall afford the insurer an opportunity for a meeting to discuss any omissions or deficiencies
noted.
(4) The insurer must correct the omissions or deficiencies in the registration form within thirty (30) days of the date of the
latest notice of the department of insurance of such omissions or deficiencies. If the insurer fails to do so, the registration form
file will be closed as an incomplete registration. The registration fee is not refundable.
(5) The department of insurance shall maintain a registration form file which shall contain the registration form, notices of
any omissions or deficiencies, responses, and any written materials generated by any person who was considered by the
department of insurance in evaluating the registration form.
(h) The renewal process shall be as follows:
(1) Subject to subsection (a), a managing general agent registration is valid for one (1) year from the date of issuance. An
insurer shall apply for a registration renewal each July 1 after the date of issuance or the registration shall terminate.
(2) The registration renewal form can be obtained from the commissioner of the department of insurance at the address listed
in subsection (b).
(3) A completed registration renewal form and a renewal fee of one hundred dollars ($100) must be submitted to the
commissioner of the department of insurance at the address listed in subsection (b).
(4) After a completed registration renewal form and the renewal fee have been timely received by the department of insurance,
a managing general agent may continue to operate under its registration until the registration renewal is denied by the
department of insurance.
(Department of Insurance; 760 IAC 1-52-3; filed Feb 4, 1994, 5:00 p.m.: 17 IR 1091; filed Sep 5, 1996, 11:00 a.m.: 20 IR 17;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-52-4 Fidelity bond requirement
Authority: IC 27-1-33-11
Affected: IC 27-1-33-6

Sec. 4. (a) Every registered managing general agent shall acquire and maintain a fidelity bond for the protection of the insurer
contracting with the managing general agent.

(b) The bond shall be in an amount equal to ten percent (10%) of the gross direct written premium that is attributable to the
managing general agent, except that the bond shall be no less than one hundred thousand dollars ($100,000) and no more than five
hundred thousand dollars ($500,000).

(c) The bond amount shall be adjusted accordingly on or before July 1 of each year.

(d) A copy of the executed bond shall be filed with the commissioner of the department of insurance by the insurer on behalf
of the managing general agent at the time of the initial registration of the managing general agent.

(e) The insurer shall provide the department of insurance with appropriate documentation to show that the bond continues
in force or that a new bond has been secured at each renewal. (Department of Insurance; 760 IAC 1-52-4; filed Feb 4, 1994, 5:00
p.m.: 17 IR 1092; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m..: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:

Indiana Administrative Code 2020 Edition Page 211



DEPARTMENT OF INSURANCE

20191218-IR-760190497RFA)

760 IAC 1-52-5 Errors and omissions policy requirement
Authority: IC 27-1-33-11
Affected: IC 27-1-33-6

Sec. 5. (a) All registered managing general agents shall acquire and maintain an errors and omissions insurance policy with
limits equal to those specified in subsection (b).

(b) The policy coverage limits shall be two hundred fifty thousand dollars ($250,000) or twenty-five percent (25%) of the
gross direct written premium that is attributable to the managing general agent, whichever is greater, except that the policy limit shall
not exceed ten million dollars ($10,000,000).

(c¢) The policy coverage limits shall be adjusted accordingly on or before July 1 of each year.

(d) Proof of insurance shall be filed with the commissioner of the department of insurance by the insurer on behalf of the
managing general agent at the time of the initial registration of the managing general agent.

(e) The insurer shall provide the department of insurance with appropriate documentation to show that the errors and
omissions policy remains in force or that a new policy has been secured at each renewal. (Department of Insurance; 760 IAC 1-52-5;
filed Feb 4, 1994, 5:00 p.m.: 17 IR 1092, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01
p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-1R-760130479RFA; readopted filed Nov
19,2019, 9:18 am.: 20191218-IR-760190497RFA)

760 IAC 1-52-6 Annual compilation
Authority: IC 27-1-33-11
Affected: IC 27-1-33-8; IC 27-1-33-9

Sec. 6. (a) The insurer shall contract with a certified public accountant for an annual compilation of each managing general
agent with which it contracts. The compilation shall include the following:

(1) A report by an independent certified public accountant.

(2) A balance sheet.

(3) A statement of income.

(4) A statement of cash flows.

(5) A statement of income and retained earnings.

(6) Verification by the management of the insurer, under oath, of the amount of gross direct written premium for the previous

calendar year.

(b) The insurer shall retain a copy of the annual compilation conducted under subsection (a) for each managing general agent
with whom the insurer has a contract.

(c) The department of insurance may accept an audit prepared by a certified public accountant in place of the compilation.

(d) A managing general agent may be examined by the department of insurance as if it were an insurer, and the managing
general agent shall bear the costs of any such examination.

(e) The department of insurance shall retain authority to examine a managing general agent notwithstanding termination of
the managing general agent's contractual authority with an insurer. (Department of Insurance; 760 IAC 1-52-6; filed Feb 4, 1994,
5:00p.m.: 17 IR 1092, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 IAC 1-52-7 Separability
Authority: IC 27-1-33-11
Affected: IC 27-1-33

Sec. 7. If any provision of this rule or the application thereof to any person or circumstance is for any reason held to be invalid,
the remainder of the rule and the application of such provision to other persons or circumstances shall not be affected thereby.
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(Department of Insurance; 760 IAC 1-52-7; filed Feb 4, 1994, 5:00 p.m.: 17 IR 1092, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 53. Standards for Companies Deemed to be in Hazardous Financial Condition

760 IAC 1-53-1 Authority (Repealed)
Sec. 1. (Repealed by Department of Insurance; filed May 16, 2013, 11:18 a.m.: 20130612-IR-760120464FRA)

760 IAC 1-53-1.1 Definitions
Authority: IC 27-1-3-7
Affected: 1C27-1-1-1

Sec. 1.1. The following definitions apply throughout this rule:

(1) "Commissioner" means the commissioner of the department of insurance.

(2) "NAIC" means the National Association of Insurance Commissioners.
(Department of Insurance; 760 IAC 1-53-1.1; filed May 16, 2013, 11:18 a.m.: 20130612-IR-760120464FRA; readopted filed Nov
26, 2013, 3:43 p.m.: 20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-53-2 Purpose
Authority: 1C 27-1-3-7
Affected: 1IC 27-1-1-1

Sec. 2. (a) This rule sets forth standards that may be used by the commissioner to identify and to correct insurers found to be
in such condition as to render the continuance of their business hazardous to the public or to holders of their policies or certificates
of insurance.

(b) This rule shall not be interpreted to limit the powers granted to the commissioner by any laws or parts of laws of this state,
nor shall this rule be interpreted to supersede any laws or parts of laws of this state. (Department of Insurance; 760 IAC 1-53-2;
filed Aug 24, 1993, 5:00 p.m.: 17 IR 8, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01
p.m.:20071226-IR-760070717RFA; filed May 16, 2013, 11:18 a.m.: 20130612-IR-760120464FRA, readopted filed Nov 26, 2013,
3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-53-3 Standards
Authority: IC 27-1-3-7
Affected: IC 27-1-1-1

Sec. 3. The following standards, either singly or a combination of two (2) or more, may be considered by the commissioner
to determine whether the continued operation of any insurer transacting insurance business in this state might be deemed to be
hazardous to the policyholders, creditors, or general public. The commissioner may consider the following:

(1) Adverse findings reported in financial condition and market conduct examination reports, audit reports, and actuarial

opinions, reports, or summaries.

(2) The NAIC Insurance Regulatory Information System and its other financial analysis solvency tools and reports.

(3) Whether the insurer has made adequate provision, according to presently accepted actuarial standards of practice, for the

anticipated cash flows required by the contractual obligations and related expenses of the insurer, when considered in light

of the assets held by the insurer with respect to such reserves and related actuarial items including, but not limited to, the
investment earnings on such assets, and the considerations anticipated to be received and retained under such policies and
contracts.

(4) The ability of an assuming reinsurer to perform and whether the insurer's reinsurance program provides sufficient

protection for the insurer's remaining surplus after taking into account the insurer's cash flow and the classes of business
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written as well as the financial condition of the assuming reinsurers.
(5) Whether the insurer's operating loss in the last twelve (12) month period or any shorter period of time, including, but not
limited to:
(A) net capital gain or loss;
(B) change in nonadmitted assets; and
(C) cash dividends paid to shareholders;
is greater than fifty percent (50%) of the insurer's remaining surplus as regards policyholders in excess of the minimum
required.
(6) Whether the insurer's operating loss in the last twelve (12) month period or any shorter period of time, excluding net
capital gains, is greater than twenty percent (20%) of the insurer's remaining surplus as regards policyholders in excess of the
minimum required.
(7) Whether a reinsurer, obligor, or any entity within the insurer's insurance holding company system is insolvent, threatened
with insolvency, or delinquent in payment of its monetary or other obligations, and which in the opinion of the commissioner
may affect the solvency of the insurer.
(8) Contingent liabilities, pledges, or guaranties that either individually or collectively involve a total amount that, in the
opinion of the commissioner, may affect the solvency of the insurer.
(9) Whether any controlling person of an insurer is delinquent in the transmitting to, or payment of, net premiums to the
insurer.
(10) The age and collectability of receivables.
(11) Whether the management of an insurer, including officers, directors, or any other person who directly or indirectly
controls the operation of the insurer, fails to possess and demonstrate the competence, fitness, and reputation deemed
necessary to serve the insurer in such position.
(12) Whether management of an insurer has:
(A) failed to respond to inquiries relative to the condition of the insurer; or
(B) furnished false and misleading information concerning an inquiry.
(13) Whether the insurer has failed to meet financial and holding company filing requirements in the absence of a reason
satisfactory to the commissioner.
(14) Whether management of an insurer has:
(A) filed any false or misleading sworn financial statement;
(B) released a false or misleading financial statement to lending institutions or the general public; or
(C) made a false or misleading entry or has omitted an entry of material amount in the books of the insurer.
(15) Whether the insurer has grown so rapidly and to such an extent that it lacks adequate financial and administrative capacity
to meet its obligations in a timely manner.
(16) Whether the insurer has experienced or will experience in the foreseeable future cash flow or liquidity problems.
(17) Whether management has established reserves that do not comply with minimum standards established by state insurance
laws, regulations, statutory accounting standards, sound actuarial principles, and standards of practice.
(18) Whether management persistently engages in material under-reserving that results in adverse development.
(19) Whether transactions among affiliates, subsidiaries, or controlling persons for which the insurer receives assets or capital
gains, or both, do not provide sufficient value, liquidity, or diversity to assure the insurer's ability to meet its outstanding
obligations as they mature.
(20) Any other finding determined by the commissioner to be hazardous to the insurer's policyholders, creditors or general
public.
(Department of Insurance; 760 IAC 1-53-3; filed Aug 24, 1993, 5:00 p.m.: 17 IR 8; readopted filed Sep 14, 2001, 12:22 p.m.: 25
IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-1R-760070717RFA, filed May 16, 2013, 11:18 a.m.: 20130612-IR-
760120464FRA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 IAC 1-53-4 Authority of the commissioner
Authority: 1C 27-1-3-7
Affected: IC27-1-1-1

Indiana Administrative Code 2020 Edition Page 214



DEPARTMENT OF INSURANCE

Sec. 4. For the purpose of making a determination of an insurer's financial condition under this rule, the commissioner may:
(1) disregard any credit or amount receivable resulting from transactions with a reinsurer that is insolvent, impaired, or
otherwise subject to a delinquency proceeding;
(2) make appropriate adjustments including disallowance to asset values attributable to investments in or transactions with
parents, subsidiaries, or affiliates consistent with:
(A) the NAIC Accounting Practices and Procedures Manual;
(B) state laws; and
(C) state rules;
(3) refuse to recognize the stated value of accounts receivable if the ability to collect receivables is highly speculative in view
of the age of the account or the financial condition of the debtor; and
(4) increase the insurer's liability in an amount equal to any contingent liability, pledge, or guarantee not otherwise included
if there is a substantial risk that the insurer will be called upon to meet the obligation undertaken within the next twelve (12)
month period.
(Department of Insurance; 760 IAC 1-53-4; filed Aug 24, 1993, 5:00 p.m.: 17 IR 9; readopted filed Sep 14, 2001, 12:22 p.m.: 25
IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-1R-760070717RFA; filed May 16, 2013, 11:18 a.m.: 20130612-IR-
760120464FRA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-1IR-760190497RFA)

760 IAC 1-53-5 Order of the commissioner
Authority: IC 27-1-3-7
Affected: 1C 4-21.5-4-3;IC 4-21.5-4-4; 1C 27-1-1-1; IC 27-9-2-1

Sec. 5. (a) If the commissioner determines that the continued operation of the insurer licensed to transact business in this state
may be hazardous to the policyholders or the general public, then the commissioner may, in addition to any other action the
commissioner may take under IC 27-9-2-1(b) or any other statute or rule, issue an order requiring the insurer to do the following:

(1) Reduce the total amount of present and potential liability for policy benefits by reinsurance.

(2) Reduce, suspend, or limit the volume of business being accepted or renewed.

(3) Reduce general insurance and commission expenses by specified methods.

(4) Increase the insurer's capital and surplus.

(5) Suspend or limit the declaration and payment of dividends by an insurer to its stockholders or to its policyholders.

(6) File reports in a form acceptable to the commissioner concerning the market value of an insurer's assets.

(7) Limit or withdraw from certain investments or discontinue certain investment practices to the extent the commissioner

deems necessary.

(8) Document the adequacy of premium rates in relation to the risks insured.

(9) File, in addition to regular annual statements, interim financial reports on the form adopted by the NAIC or in such format

as promulgated by the commissioner.

(10) Correct corporate governance practice deficiencies and adopt and utilize governance practices acceptable to the

commissioner.

(11) Provide a business plan to the commissioner in order to continue to transact business in the state.

(12) Notwithstanding any other provision of law limiting the frequency or amount of premium rate adjustments, adjust rates

for any non-life insurance product written by the insurer that the commissioner considers necessary to improve the financial

condition of the insurer.
If the insurer is a foreign insurer, the order of the commissioner may be limited to the extent provided by statute.

(b) Any insurer subject to an order under subsection (a) may request a hearing to review that order as permitted under IC 4-
21.5-4-4. The notice of hearing shall be served upon the insurer under IC 4-21.5-4-3. The notice of hearing shall include the
following information:

(1) The time and place of hearing.

(2) The conduct, condition, or ground upon which the commissioner based the order.

Unless mutually agreed between the commissioner and the insurer, the hearing shall occur not less than ten (10) days nor more than
thirty (30) days after notice is served. The hearing shall be held in Marion County, Indiana. The commissioner shall hold all hearings
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under this subsection privately, unless the insurer requests a public hearing, in which case the hearing shall be public. (Department
of Insurance; 760 IAC 1-53-5; filed Aug 24, 1993, 5:00 p.m.: 17 IR 9; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531;
readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; filed May 16, 2013, 11:18 a.m.: 20130612-IR-
760120464FRA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 TAC 1-53-6 Review of order
Authority: IC 27-1-3-7
Affected: IC 4-21.5-3;1C 27-1-1-1

Sec. 6. Any order or decision of the commissioner shall be subject to judicial review as permitted by IC 4-21.5-3 at the
instance of any party to the proceedings whose interests are substantially affected. (Department of Insurance; 760 IAC 1-53-6; filed
Aug 24, 1993, 5:00 p.m.: 17 IR 10; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-1R-760070717RFA; filed May 16, 2013, 11:18 a.m.: 20130612-IR-760120464FRA, readopted filed Nov 26, 2013, 3:43
p-m.: 20131225-IR-760130479RF A, readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-53-7 Separability
Authority: IC 27-1-3-7
Affected: IC 27-1-1-1

Sec. 7. If any provision of this rule or the application thereof to any person or circumstance is for any reason held to be invalid,
the remainder of the rule and the application of such provision to other persons or circumstances shall not be affected thereby.
(Department of Insurance; 760 IAC 1-53-7; filed Aug 24, 1993, 5:00 p.m.: 17 IR 10; readopted filed Sep 14, 2001, 12:22 p.m.: 25
IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 54. Limitations on Investments in Subsidiaries (Expired)
(Expired under IC 4-22-2.5, effective January 1, 2008.)

Rule 55. Life and Accident and Health Insurers; Reinsurance Agreements

760 TAC 1-55-1 Authority
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 1. This rule is adopted and promulgated pursuant to IC 27-1-3-7 and IC 27-6-10-15. (Department of Insurance; 760 IAC
1-55-1; filed Nov 14, 1994, 10:30 a.m.: 18 IR 867, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27,
2007,4:01 p.m.: 20071226-IR-7600707 1 7RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted

filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-55-2 Preamble
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: 1C 27-1-20-21; IC 27-6-10; IC 27-9-2-1

Sec. 2. (a) The department of insurance recognizes that licensed insurers routinely enter into reinsurance agreements that yield
legitimate relief to the ceding insurer from strain to surplus.

(b) However, it is improper for a licensed insurer, in the capacity of ceding insurer, to enter into reinsurance agreements for
the principal purpose of producing significant surplus aid for the ceding insurer, typically on a temporary basis, while not
transferring all of the significant risks inherent in the business being reinsured. In substance or effect, the expected potential liability
to the ceding insurer remains basically unchanged by the reinsurance transaction, notwithstanding certain risk elements in the
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reinsurance agreement, such as catastrophic mortality or extraordinary survival. The terms of such agreements referred to in this
subsection and described in section 4 of this rule violate:
(1) IC 27-1-20-21 relating to financial statements which do not properly reflect the financial condition of the ceding insurer;
(2) 760 IAC 1-56 relating to reinsurance reserve credits, thus resulting in a ceding insurer improperly reducing liabilities or
establishing assets for reinsurance ceded; and
(3) IC 27-9-2-1 relating to creating a situation that may be hazardous to policyholders and the people of this state.
(Department of Insurance; 760 IAC 1-55-2; filed Nov 14, 1994, 10:30 a.m.: 18 IR 867, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m..
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-55-3 Scope
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 3. This rule shall apply to all domestic life and accident and health insurers and to all other licensed life and accident and
health insurers who are not subject to a substantially similar regulation in their domiciliary state. This rule shall also similarly apply
to licensed property and casualty insurers with respect to their accident and health business. This rule shall not apply to assumption
reinsurance, yearly renewable term reinsurance, or certain nonproportional reinsurance such as stop loss or catastrophe reinsurance.
(Department of Insurance; 760 IAC 1-55-3; filed Nov 14, 1994, 10:30 a.m.: 18 IR 867, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-55-4 Accounting requirements
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 4. (a) No insurer subject to this rule shall, for reinsurance ceded, reduce any liability or establish any asset in any financial
statement filed with the department of insurance if, by the terms of the reinsurance agreement, in substance or effect, any of the
following conditions exist:

(1) Renewal expense allowances provided or to be provided to the ceding insurer by the reinsurer in any accounting period,
are not sufficient to cover anticipated allocable renewal expenses of the ceding insurer on the portion of the business
reinsured, unless a liability is established for the present value of the shortfall (using assumptions equal to the applicable
statutory reserve basis on the business reinsured). Those expenses include commissions, premium taxes, and direct expenses,
including, but not limited to, billing, valuation, claims, and maintenance expected by the company at the time the business
is reinsured.

(2) The ceding insurer can be deprived of surplus at the reinsurer's option or automatically upon the occurrence of some event,

such as the insolvency of the ceding insurer, except that termination of the reinsurance agreement by the reinsurer for

nonpayment of reinsurance premiums or other amounts due, such as modified coinsurance reserve adjustments, interest, and
adjustments on funds withheld, and tax reimbursements, shall not be considered to be such a deprivation of surplus.

(3) The ceding insurer is required to reimburse the reinsurer for negative experience under the reinsurance agreement, except

that neither offsetting experience refunds against current and prior years' losses under the agreement nor payment by the

ceding insurer of an amount equal to the current and prior years' losses under the agreement upon voluntary termination of
in-force reinsurance by the ceding insurer shall be considered such a reimbursement to the reinsurer for negative experience.

Voluntary termination does not include situations where termination occurs because of unreasonable provisions which allow

the reinsurer to reduce its risk under the agreement. An example of such a provision is the right of the reinsurer to increase

reinsurance premiums or risk and expense charges to excessive levels forcing the ceding company to prematurely terminate
the reinsurance treaty.

(4) The ceding insurer must, at specific points in time scheduled in the agreement, terminate or automatically recapture all

or part of the reinsurance ceded.

(5) The reinsurance agreement involves the possible payment by the ceding insurer to the reinsurer of amounts other than from
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income realized from the reinsured policies. For example, it is improper for a ceding company to pay reinsurance premiums

or other fees or charges to a reinsurer which are greater than the direct premiums collected by the ceding company.

(6) The treaty does not transfer all of the significant risks inherent in the business being reinsured. The table in this

subdivision identifies, for a representative sampling of products or type of business, the risks which are considered to be

significant. For products not specifically included, the risks determined to be significant shall be consistent with the following:
Risk categories:

a =
b =

Morbidity.

Mortality.

Lapse. This is the risk that a policy will voluntarily terminate prior to the recoupment of any statutory surplus strain
experienced at issue of the policy.

Credit quality (C1). This is the risk that invested assets supporting the reinsured business will decrease in value.
The main hazards are that assets will default or that there will be a decrease in earning power. It excludes market
value declines due to changes in interest rate.

Reinvestment (C3). This is the risk that interest rates will fall and funds reinvested (coupon payments or monies
received upon asset maturity or call) will therefore earn less than expected. If asset durations are less than liability
durations, the mismatch will increase.

Disintermediation (C3). This is the risk that interest rates rise and policy loans and surrenders increase or maturing
contracts do not renew at anticipated rates of renewal. If asset durations are greater than the liability durations, the
mismatch will increase. Policyholders will move their funds into new products offering higher rates. The company
may have to sell assets at a loss to provide for these withdrawals.

Significant.
Insignificant.
Risk Category

a b ¢ d e f
Health insurance—other than LTC/LTD* + o + o o0 o
Health insurance-LTC/LTD* + o + + 4+ o
Immediate annuities o + o + + o
Single premium deferred annuities o o + + + +
Flexible premium deferred annuities o o + + + +
Guaranteed interest contracts o o o + + +
Other annuity deposit business o o + + + +
Single premium whole life o + + + + +
Traditional non-par permanent o + + + + +
Traditional non-par term o + 4+ o o o
Traditional par permanent o + + + + +
Traditional par term o + + o o o
Adjustable premium permanent o + 4+ + + +
Indeterminate premium permanent o + + + + +
Universal life flexible premium o + + + + +
Universal life fixed premium o + + + + +
Universal life fixed premium o + + + + +

dump-in premiums allowed
*LTC = long term care insurance.
LTD = long term disability insurance.

(7)(A) The credit quality, reinvestment, or disintermediation risk is significant for the business reinsured and the ceding
company does not (other than for the classes of business excepted in clause (B)) either transfer the underlying assets to the
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reinsurer or legally segregate such assets in a trust or escrow account or otherwise establish a mechanism satisfactory to the
commissioner which legally segregates the underlying assets.
(B) Notwithstanding the requirements of clause (A), the assets supporting the reserves for the following classes of business
and any classes of business which do not have a significant credit quality, reinvestment, or disintermediation risk may be held
by the ceding company without segregation of such assets:

(1) Health insurance-LTC/LTD.

(i1) Traditional non-par permanent.

(iii) Traditional par permanent.

(iv) Adjustable premium permanent.

(v) Indeterminate premium permanent.

(vi) Universal life fixed premium (no dump-in premiums allowed).
The associated formula for determining the reserve interest rate adjustment must use a formula which reflects the ceding
company's investment earnings and incorporates all realized and unrealized gains and losses reflected in the preceding year's
statutory statement. The following is an acceptable formula:

Rate = 2 (I + CG)
X+Y-1I-CG

Where: I = the net investment income (Exhibit 2, Line 16, Column 7).
CG = capital gains less capital losses (Exhibit 4, Line 10, Column 6).

X = the current year cash and invested assets (Page 2, Line 10A, Column 1) plus investment income due and
accrued (Page 2, Line 16, Column 1) less borrowed money (Page 3, Line 22, Column 1).
Y the same as X but for the prior year.
(8) Settlements are made less frequently than quarterly or payments due from the reinsurer are not made in cash within ninety
(90) days of the settlement date.
(9) The ceding insurer is required to make representations or warranties not reasonably related to the business being reinsured.
(10) The ceding insurer is required to make representations or warranties about future performance of the business being
reinsured.
(11) The reinsurance agreement is entered into for the principal purpose of producing significant surplus aid for the ceding
insurer, typically on a temporary basis, while not transferring all of the significant risks inherent in the business reinsured.
(b) Notwithstanding subsection (a), an insurer subject to this rule may, with the approval of the commissioner of the
department of insurance, take such reserve credit or establish such asset as the commissioner of the department of insurance may
deem consistent with Indiana insurance law and rules, including actuarial interpretations or standards adopted by the department
of insurance.
(c)(1) Agreements entered into after the effective date of this rule which involve the reinsurance of business issued prior to
the effective date of the agreements, along with any subsequent amendments thereto, shall be filed by the ceding company
with the commissioner of the department of insurance within thirty (30) days from its date of execution. Each such filing shall
include data detailing the financial impact of the transaction. A retrocession agreement and its corresponding accepted
reinsurance agreement shall be treated as a single transaction for these purposes. The ceding insurer's actuary who signs the
financial statement actuarial opinion with respect to valuation of reserves shall consider this rule and any applicable actuarial
standards of practice when determining the proper credit in financial statements filed with the department of insurance. The
actuary should maintain adequate documentation and be prepared upon request to describe the actuarial work performed for
inclusion in the financial statement and to demonstrate that such work conforms to this rule.
(2) Any increase in surplus net of federal income tax resulting from arrangements described in subdivision (1) shall be
identified separately on the insurer's statutory financial statement as a surplus item (aggregate write-ins for gains and losses
in surplus in the capital and surplus account, page 4 of the annual statement) and recognition of the surplus increase as income
shall be reflected on a net of tax basis in the "reinsurance ceded" line, page 4 of the annual statement, as earnings emerge from
the business reinsured. For example, on the last day of calendar year N, Company XYZ pays a twenty million dollar
($20,000,000) initial commission and expense allowance to company ABC for reinsuring an existing block of business.
Assuming a thirty-four percent (34%) tax rate, the net increase in surplus at inception is thirteen million two hundred thousand
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dollars ($13,200,000) (twenty million dollars ($20,000,000) - six million eight hundred thousand dollars ($6,800,000)) which
is reported on the "aggregate write-ins for gains and losses in surplus" line in the capital and surplus account. Six million eight
hundred thousand dollars ($6,800,000) (thirty-four percent (34%) of twenty million dollars ($20,000,000)) is reported as
income on the "commissions and expense allowances on reinsurance ceded" line of the summary of operations. At the end
of year N + 1, the business has earned four million dollars ($4,000,000). ABC has paid five hundred thousand dollars
($500,000) in profit and risk charges in arrears for the year and has received a one million dollar ($1,000,000) experience
refund. Company ABC's annual statement would report one million six hundred fifty thousand dollars ($1,650,000) (sixty-six
percent (66%) of (four million dollars ($4,000,000) - one million dollars ($1,000,000) - five hundred thousand dollars
($500,000)) up to a maximum of thirteen million two hundred thousand dollars ($13,200,000)) on the "commissions and
expense allowance on reinsurance ceded" line of the summary of operations, and one million six hundred fifty thousand
dollars ($1,650,000) on the "aggregate write-ins for gains and losses in surplus" line of the capital and surplus account. The
experience refund would be reported separately as a miscellaneous income item in the summary of operations.
(Department of Insurance; 760 IAC 1-55-4; filed Nov 14, 1994, 10:30 a.m.: 18 IR 867, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 TAC 1-55-5 Written agreements
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 5. (a) No reinsurance agreement or amendment to any agreement may be used to reduce any liability or to establish any
asset in any financial statement filed with the department of insurance unless the agreement, amendment, or a binding letter of intent
has been duly executed by both parties no later than the "as of date" of the financial statement.

(b) In the case of a letter of intent, a reinsurance agreement or an amendment to a reinsurance agreement must be executed
within a reasonable period of time, not exceeding ninety (90) days from the execution date of the letter of intent, in order for credit
to be granted for the reinsurance ceded.

(c) The reinsurance agreement shall contain provisions which provide in substance or effect:

(1) that the agreement shall constitute the entire agreement between the parties with respect to the business being reinsured

thereunder and that there are no understandings between the parties other than as expressed in the agreement; and

(2) any change or modification to the agreement shall be null and void unless made by amendment to the agreement and signed

by both parties.

(Department of Insurance; 760 IAC 1-55-5; filed Nov 14, 1994, 10:30 a.m.: 18 IR 869; readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-55-6 Existing agreements
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 6. Insurers subject to this rule shall reduce to zero (0) by December 31, 1994, any reserve credits or assets established
with respect to reinsurance agreements entered into prior to the effective date of this rule which, under the provisions of this rule,
would not be entitled to recognition of such reserve credits or assets, provided, however, that such reinsurance agreements shall have
been in compliance with laws or rules in existence immediately preceding the effective date of this rule. (Department of Insurance;
760 IAC 1-55-6; filed Nov 14, 1994, 10:30 a.m.: 18 IR 870; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed
Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 56. Credit for Reinsurance
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760 IAC 1-56-1 Authority
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 1. This rule is promulgated pursuant to the authority granted by IC 27-1-3-7 and IC 27-6-10-15. (Department of
Insurance; 760 IAC 1-56-1; filed Nov 14, 1994, 9:50 a.m.: 18 IR 870, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531;
readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-
760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-2 Purpose
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 2. The purpose of this rule is to set forth rules and procedural requirements which the commissioner of the department
of insurance deems necessary to carry out the provisions of IC 27-6-10. The actions and information required by this rule are hereby
declared to be necessary and appropriate in the public interest and for the protection of the ceding insurers in this state. (Department
of Insurance; 760 IAC 1-56-2; filed Nov 14, 1994, 9:50 a.m..: 18 IR 870; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531,
readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-1R-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-
760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-3 Severability
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 3. If any provision of this rule or its application to any person or circumstance is held invalid, such determination shall
not affect other provisions or applications of this rule which can be given effect without the invalid provision or application, and
to that end the provisions of this rule are severable. (Department of Insurance; 760 IAC 1-56-3; filed Nov 14, 1994, 9:50 a.m.: 18
IR 870; errata filed Mar 9, 1995, 3:00 p.m.: 18 IR 1837, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov
27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-4 Reinsurer licensed in Indiana
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10-8

Sec. 4. Under IC 27-6-10-8, the commissioner of the department of insurance shall allow credit for reinsurance ceded by a
domestic insurer to assuming insurers that were licensed in this state as of the date of the ceding insurer's statutory financial statement
in which credit for reinsurance is claimed. (Department of Insurance; 760 IAC 1-56-4; filed Nov 14, 1994, 9:50 a.m.: 18 IR 870;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-
760130006FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-5 Accredited reinsurers
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10-9

Sec. 5. (a) Under IC 27-6-10-9, the commissioner of the department of insurance shall allow credit for reinsurance ceded by
a domestic insurer to an assuming insurer that is accredited as a reinsurer in this state as of the date of the ceding insurer's statutory
financial statement in which credit for reinsurance is claimed. An accredited reinsurer is one that:

(1) files a properly executed Form AR-1, as established in section 15 of this rule, as evidence of its submission to this state's
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jurisdiction and to this state's authority to examine its books and records;

(2) files with the commissioner of the department of insurance a certified copy of a letter or a certificate of authority or of

compliance as evidence that it is licensed to transact insurance or reinsurance in at least one (1) state or, in the case of a United

States branch of an alien assuming insurer, is entered through and licensed to transact insurance or reinsurance in at least one

(1) state;

(3) files annually with the commissioner of the department of insurance a copy of its annual statement filed with the

department of insurance of its state of domicile or, in the case of an alien assuming insurer, with the state through which it

is entered and in which it is licensed to transact insurance or reinsurance, and a copy of its most recent audited financial
statement; and

(4) maintains a surplus as regards policyholders in an amount not less than twenty million dollars ($20,000,000) and whose

accreditation has not been denied by the commissioner of the department of insurance within ninety (90) days of its

submission or, in the case of companies with a surplus as regards policyholders of less than twenty million dollars

($20,000,000), whose accreditation has been approved by the commissioner of the department of insurance.

(b) If the commissioner of the department of insurance determines that the assuming insurer has failed to meet or maintain
any of the qualifications in this section, he or she may, upon written notice and opportunity for hearing, suspend or revoke the
accreditation. No credit shall be allowed a domestic ceding insurer with respect to reinsurance ceded after the next following year-
end if the assuming insurer's accreditation has been denied or revoked by the commissioner of the department of insurance after
notice and hearing. (Department of Insurance; 760 IAC 1-56-5; filed Nov 14, 1994, 9:50 a.m.: 18 IR 871; readopted filed Sep 14,
2001, 12:22p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 201 3,
3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-760130006FRA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-1R-760190497RFA)

760 IAC 1-56-6 Reinsurer domiciled and licensed in another state
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10-10

Sec. 6. (a) Under IC 27-6-10-10, the commissioner of the department of insurance shall allow credit for reinsurance ceded
by a domestic insurer to an assuming insurer that, as of the date of the ceding insurer's statutory financial statement in which credit
for reinsurance is claimed:

(1) is domiciled and licensed in (or, in the case of a United States branch of an alien assuming insurer, is entered through and

licensed in) a state that employs standards regarding credit for reinsurance substantially similar to those applicable under this

rule;

(2) maintains a surplus as regards policyholders in an amount not less than twenty million dollars ($20,000,000); and

(3) files a properly executed Form AR-1 with the commissioner of the department of insurance as evidence of its submission

to the state's authority to examine its books and records.

(b) The provisions of this section relating to surplus as regards policyholders shall not apply to reinsurance ceded and assumed
pursuant to pooling arrangements among insurers in the same holding company system. As used in this section, "substantially
similar" standards means credit for reinsurance standards that the commissioner of the department of insurance determines equal
or exceed the standards of this rule. (Department of Insurance; 760 IAC 1-56-6; filed Nov 14, 1994, 9:50 a.m.: 18 IR 871, readopted
filed Sep 14,2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed
Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-760130006FRA; readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-7 Reinsurers maintaining trust funds
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 7. (a) Under IC 27-6-10-11, the commissioner of the department of insurance shall allow credit for reinsurance ceded
by a domestic insurer to an assuming insurer that, as of the date of the ceding insurer's statutory financial statement, maintains a trust
fund in an amount prescribed in this section in a qualified United States financial institution, as defined in IC 27-6-10-6, for the
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payment of the valid claims of its United States policyholders and ceding insurers, their assigns, and successors in interest. The
assuming insurer shall report annually to the commissioner of the department of insurance substantially the same information as that
required to be reported on the National Association of Insurance Commissioners' annual statement form by licensed insurers to
enable the commissioner of the department of insurance to determine the sufficiency of the trust fund.
(b) The following requirements apply to the following categories of assuming insurer:
(1) The trust fund for a single assuming insurer shall consist of funds in trust in an amount not less than the assuming insurer's
liabilities attributable to business written in the United States and, in addition, a trusteed surplus of not less than twenty
million dollars ($20,000,000), except as provided in subdivision (2).
(2) At any time after the assuming insurer has permanently discontinued underwriting new business secured by the trust for
at least three (3) full years, the commissioner of the department of insurance with principal regulatory oversight of the trust
may authorize a reduction in the required trusteed surplus, but only after a finding, based on an assessment of the risk, that
the new required surplus level is adequate for the protection of U.S. ceding insurers, policyholders, and claimants in light of
reasonably foreseeable adverse loss development. The risk assessment may involve an actuarial review, including an
independent analysis of reserves and cash flows, and shall consider all material risk factors, including when applicable the
lines of business involved, the stability of the incurred loss estimates, and the effect of the surplus requirements on the
assuming insurer's liquidity or solvency. The minimum required trusteed surplus may not be reduced to an amount less than
thirty percent (30%) of the assuming insurer's liabilities attributable to reinsurance ceded by U.S. ceding insurers covered by
the trust.
(3) The trust fund for a group including incorporated and individual unincorporated underwriters shall consist of the
following:
(A) For reinsurance ceded under reinsurance agreements with an inception, amendment, or renewal date on or after
January 1, 1993, funds in trust in an amount not less than the respective underwriters' several liabilities attributable to
business ceded by U.S. domiciled ceding insurers to any underwriter of the group.
(B) For reinsurance ceded under reinsurance agreements with an inception date on or before December 31, 1992, and
not amended or renewed after that date, notwithstanding the other provisions of this rule, funds in trust in an amount
not less than the respective underwriters' several insurance and reinsurance liabilities attributable to business written
in the United States.
In addition, the group shall maintain a trusteed surplus of which one hundred million dollars ($100,000,000) shall be held
jointly for the benefit of the United States ceding insurers of any member of the group for all the years of account. The
incorporated members of the group shall not be engaged in any business other than underwriting as a member of the group
and shall be subject to the same level of solvency regulation and control by the group's domiciliary regulator as are the
unincorporated members. The group shall within ninety (90) days after its financial statements are due to be filed with the
group's domiciliary regulator, provide to the commissioner an annual certification by the group's domiciliary regulator of the
solvency of each underwriter member of the group or if a certification is unavailable, a financial statement, prepared by
independent public accountants, of each underwriter member of the group.
(4) The trust fund for a group of incorporated insurers under common administration, whose members possess aggregate
policyholders surplus of ten billion dollars ($10,000,000,000) (calculated and reported in substantially the same manner as
prescribed by the annual statement instructions and Accounting Practices and Procedures Manual of the National Association
of Insurance Commissioners) and that has continuously transacted an insurance business outside the United States for at least
three (3) years immediately prior to making application for accreditation, shall consist of funds in trust in an amount not less
than the assuming insurer's liabilities attributable to business ceded by United States ceding insurers to any members of the
group pursuant to reinsurance contracts issued in the name of such group and, in addition, the group shall maintain a joint
trusteed surplus of which one hundred million dollars ($100,000,000) shall be held jointly for the benefit of United States
ceding insurers of any member of the group. The group shall do the following:
(A) File a properly executed Form AR-1 as evidence of the submission to this state's authority to examine the books
and records of any of its members.
(B) Certify that any member examined will bear the expense of any such examination.
(C) Make available to the commissioner of the department of insurance annual certifications by the members'
domiciliary regulators and their independent public accountants of the solvency of each member of the group within
ninety (90) days after its financial statements are due to be filed with the group's domiciliary regulator.
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(c) The trust shall be established in a form approved by the commissioner of the department of insurance and complying with
IC 27-6-10-11 and this section. The trust instrument shall provide the following:

(1) Contested claims shall be valid and enforceable out of funds in trust to the extent remaining unsatisfied thirty (30) days

after entry of the final order of any court of competent jurisdiction in the United States.

(2) Legal title to the assets of the trust shall be vested in the trustee for the benefit of the grantor's United States policyholders

and ceding insurers, their assigns, and successors in interest.

(3) The trust shall be subject to examination as determined by the commissioner of the department of insurance.

(4) The trust shall remain in effect for as long as the assuming insurer, or any member or former member of a group of

insurers, shall have outstanding obligations under reinsurance agreements subject to the trust.

(5) No later than February 28 of each year, the trustees of the trust shall do the following:

(A) Report to the commissioner of the department of insurance in writing setting forth the balance in the trust and listing
the trust's investments at the preceding year end.

(B) Certify the date of termination of the trust, if so planned, or certify that the trust shall not expire prior to the next
following December 31.

(6) No amendment to the trust shall be effective unless reviewed and approved in advance by the commissioner of the

department of insurance.

(d) Notwithstanding any other provisions in the trust instrument, if the trust fund is inadequate because it contains an amount
less than the amount required by this subsection or if the grantor of the trust has been declared insolvent or placed into receivership,
rehabilitation, liquidation, or similar proceedings under the laws of its state or country of domicile, the trustee shall comply with
an order of the commissioner with regulatory oversight over the trust or with an order of a court of competent jurisdiction directing
the trustee to transfer to the commissioner of the department of insurance with regulatory oversight over the trust or other designated
receiver all of the assets of the trust fund.

(e) The assets shall be distributed by and claims shall be filed with and valued by the commissioner with regulatory oversight
over the trust in accordance with the laws of the state in which the trust is domiciled applicable to the liquidation of domestic
insurance companies.

(f) If the commissioner with regulatory oversight over the trust determines that the assets of the trust fund or any part thereof
are not necessary to satisfy the claims of the U.S. beneficiaries of the trust, the commissioner with regulatory oversight over the trust
shall return the assets, or any part thereof, to the trustee for distribution in accordance with the trust agreement.

(g) The grantor shall waive any right otherwise available to it under U.S. law that is inconsistent with this provision.

(h) For purposes of this section, "liabilities" means the assuming insurer's gross liabilities attributable to reinsurance ceded
by U.S. domiciled insurers excluding liabilities that are otherwise secured by acceptable means and shall include the following:

(1) For business ceded by domestic insurers authorized to write accident and health, and property and casualty insurance, the

following:

(A) Losses and allocated loss expenses paid by the ceding insurer, recoverable from the assuming insurer.
(B) Reserves for the following:
(1) Losses reported and outstanding.
(i1) Losses incurred but not reported.
(ii1) Allocated loss expenses.
(C) Unearned premiums.
(2) For business ceded by domestic insurers authorized to write life, health, and annuity insurance, the following:
(A) Aggregate reserves for the following:
(1) Life policies and contracts net of policy loans and net due and deferred premiums.
(i1) Accident and health policies.
(B) Deposit funds and other liabilities without life or disability contingencies.
(C) Liabilities for policy and contract claims.

(1) Assets deposited in trusts established under IC 27-6-10-11 and this section shall be valued according to their current fair
market value and shall consist only of cash in U.S. dollars, certificates of deposit issued by a U.S. financial institution as defined
in IC 27-6-10-5, clean, irrevocable, unconditional, and "evergreen" letters of credit issued or confirmed by a qualified U.S. financial
institution, as defined in IC 27-6-10-5, and investments of the type specified in this subsection, but investments in or issued by an
entity controlling, controlled by, or under common control with either the grantor or beneficiary of the trust shall not exceed five
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percent (5%) of total investments. Not more than twenty percent (20%) of the total of the investments in the trust may be foreign
investments authorized under subdivision (1)(E), (3), (6)(B), or (7), and not more than ten percent (10%) of the total of the
investments in the trust may be securities denominated in foreign currencies. For purposes of applying the preceding sentence, a
depository receipt denominated in U.S. dollars and representing rights conferred by a foreign security shall be classified as a foreign
investment denominated in a foreign currency. The assets of a trust established to satisfy the requirements of IC 27-6-10-11 shall
be invested only as follows:
(1) Government obligations that are not in default as to principal or interest, that are valid and legally authorized, and that are
issued, assumed, or guaranteed by:
(A) the United States or by any agency or instrumentality of the United States;
(B) a state of the United States;
(C) a territory, possession, or other governmental unit of the United States;
(D) an agency or instrumentality of a governmental unit referred to in clauses (B) and (C) if the obligations shall be
by law (statutory or otherwise) payable, as to both principal and interest, from taxes levied or by law required to be
levied or from adequate special revenues pledged or otherwise appropriated or by law required to be provided for
making these payments, but shall not be obligations eligible for investment under this subdivision if payable solely out
of special assessments on properties benefited by local improvements; or
(E) the government of any other country that is a member of the Organization for Economic Cooperation and
Development and whose government obligations are rated A or higher, or the equivalent, by a rating agency recognized
by the Securities Valuation Office of the NAIC.
(2) Obligations that are issued in the United States, or that are dollar denominated and issued in a non-U.S. market, by a
solvent U.S. institution (other than an insurance company) or that are assumed or guaranteed by a solvent U.S. institution
(other than an insurance company) and that are not in default as to principal or interest if the obligations:
(A) arerated A or higher (or the equivalent) by a securities rating agency recognized by the Securities Valuation Office
of the NAIC or, if not so rated, are similar in structure and other material respects to other obligations of the same
institution that are so rated;
(B) are insured by at least one (1) authorized insurer (other than the investing insurer or a parent, subsidiary, or affiliate
of the investing insurer) licensed to insure obligations in this state and, after considering the insurance, are rated AAA
(or the equivalent) by a securities rating agency recognized by the Securities Valuation Office of the NAIC; or
(C) have been designated as Class One or Class Two by the Securities Valuation Office of the NAIC.
(3) Obligations issued, assumed, or guaranteed by a solvent non-U.S. institution chartered in a country that is a member of
the Organization for Economic Cooperation and Development or obligations of U.S. corporations issued in a non-U.S.
currency, provided that in either case the obligations are rated A or higher, or the equivalent, by a rating agency recognized
by the Securities Valuation Office of the NAIC.
(4) An investment made under subdivision (1), (2), or (3) shall be subject to the following additional limitations:
(A) Aninvestment in or loan upon the obligations of an institution other than an institution that issues mortgage-related
securities shall not exceed five percent (5%) of the assets of the trust.
(B) An investment in any one (1) mortgage-related security shall not exceed five percent (5%) of the assets of the trust.
(C) The aggregate total investment in mortgage-related securities shall not exceed twenty-five percent (25%) of the
assets of the trust.
(D) Preferred or guaranteed shares issued or guaranteed by a solvent U.S. institution are permissible investments if all
of the institution's obligations are eligible as investments under subdivision (2)(A) and (2)(C), but shall not exceed two
percent (2%) of the assets of the trust.
(5) As used in this rule:
(A) "mortgage-related security” means an obligation that is rated AA or higher (or the equivalent) by a securities rating
agency recognized by the Securities Valuation Office of the NAIC and that either:
(1) represents ownership of one (1) or more promissory notes or certificates of interest or participation in the
notes (including any rights designed to assure servicing of, or the receipt or timeliness of receipt by the holders
of the notes, certificates, or participation of amounts payable under the notes, certificates, or participation), that:
(AA) are directly secured by a first lien on a single parcel of real estate, including stock allocated to a
dwelling unit in a residential cooperative housing corporation, upon which is located a dwelling or mixed
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residential and commercial structure, or on a residential manufactured home as defined in 42 U.S.C.A.
Section 5402(6), whether the manufactured home is considered real or personal property under the laws
of the state in which it is located; and
(BB) were originated by a savings and loan association, savings bank, commercial bank, credit union,
insurance company, or similar institution that is supervised and examined by a federal or state housing
authority, or by a mortgagee approved by the Secretary of Housing and Urban Development pursuant to
12 U.S.C.A. Sections 1709 and 1715-b, or, where the notes involve a lien on the manufactured home, by
an institution or by a financial institution approved for insurance by the Secretary of Housing and Urban
Development pursuant to 12 U.S.C.A. Section 1703; or
(i1) is secured by one (1) or more promissory notes or certificates of deposit or participations in the notes (with
or without recourse to the insurer of the notes) and, by its terms, provides for payments of principal in relation
to payments, or reasonable projections of payments, or notes meeting the requirements of item (i)(AA) and
(i)(BB); and
(B) "promissory note", when used in connection with a manufactured home, shall also include a loan, advance, or credit
sale as evidenced by a retail installment sales contract or other instrument.
(6) The following for equity interests:
(A) Investments in common shares or partnership interests of a solvent U.S. institution are permissible if:
(1) its obligations and preferred shares, if any, are eligible as investments under this subsection; and
(i) the equity interests of the institution (except an insurance company) are registered on a national securities
exchange as provided in the Securities Exchange Act of 1934, 15 U.S.C. 78a to 78kk or otherwise registered
pursuant to that Act, and, if otherwise registered, price quotations for them are furnished through a nationwide
automated quotations system approved by the Financial Industry Regulatory Authority, or successor organization.
A trust shall not invest in equity interests under this subdivision an amount exceeding one percent (1%) of the
assets of the trust even though the equity interests are not so registered and are not issued by an insurance
company.
(B) Investments in common shares of a solvent institution organized under the laws of a country that is a member of
the Organization for Economic Cooperation and Development are permissible if:
(1) all its obligations are rated A or higher, or the equivalent, by a rating agency recognized by the Securities
Valuation Office of the NAIC; and
(i1) the equity interests of the institution are registered on a securities exchange regulated by the government of
a country that is a member of the Organization for Economic Cooperation and Development.
(C) An investment in or loan upon any one (1) institution's outstanding equity interests shall not exceed one percent
(1%) of the assets of the trust. The cost of an investment in equity interests made pursuant to this subdivision, when
added to the aggregate cost of other investments in equity interests then held pursuant to this subdivision, shall not
exceed ten percent (10%) of the assets in the trust.
(7) Obligations issued, assumed, or guaranteed by a multinational development bank, provided the obligations are rated A
or higher, or the equivalent, by a rating agency recognized by the Securities Valuation Office of the NAIC.
(8) The following for investment companies:
(A) Securities of an investment company registered pursuant to the Investment Company Act of 1940, 15 U.S.C. 80a,
are permissible investments if the investment company invests at least ninety percent (90%) of its assets in the types
of:
(1) securities that qualify as investment under subdivision (1), (2), or (3) or invests in securities that are
determined by the commissioner to be substantively similar to the types of securities set forth in subdivision (1),
(2), or (3); or
(i1) equity interests that qualify as an investment under subdivision (6)(A).
(B) Investments made by a trust in investment companies under this subdivision shall not exceed the following
limitations:
(1) An investment in an investment company qualifying under clause (A)(i) shall not exceed ten percent (10%)
of the assets in the trust and the aggregate amount of investment in qualifying investment companies shall not
exceed twenty-five percent (25%) of the assets in the trust.
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(i1) Investments in an investment company qualifying under clause (A)(ii) shall not exceed five percent (5%) of
the assets in the trust and the aggregate amount of investment in qualifying investment companies shall be
included when calculating the permissible aggregate value of equity interests under subdivision (6)(A).

(9) The following for letters of credit:

(A) In order for a letter of credit to qualify as an asset of the trust, the trustee shall have the right and the obligation
pursuant to the deed of trust or some other binding agreement (as duly approved by the commissioner), to immediately
draw down the full amount of the letter of credit and hold the proceeds in trust for the beneficiaries of the trust if the
letter of credit will otherwise expire without being renewed or replaced.

(B) The trust agreement shall provide that the trustee shall be liable for its negligence, willful misconduct, or lack of
good faith. The failure of the trustee to draw against the letter of credit in circumstances where such draw would be
required shall be deemed to be negligence or willful misconduct, or both.

(j) A specific security provided to a ceding insurer by an assuming insurer under section 8 of this rule shall be applied, until
exhausted, to the payment of liabilities of the assuming insurer to the ceding insurer holding the specific security prior to, and as
a condition precedent for, presentation of a claim by the ceding insurer for payment by a trustee of a trust established by the
assuming insurer under this section. (Department of Insurance; 760 IAC 1-56-7; filed Nov 14, 1994, 9:50 a.m.: 18 IR 871;
readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-
760130006FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-7.5 Credit for reinsurance; certified reinsurers
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 5-14-3-4; 1C 27-6-10-11.5; IC 27-6-10-14

Sec. 7.5. (a) Under IC 27-6-10-11.5, the commissioner shall allow credit for reinsurance ceded by a domestic insurer to an
assuming insurer that has been certified as a reinsurer in this state at all times for which statutory financial statement credit for
reinsurance is claimed under this section. The credit allowed shall be based upon the security held by or on behalf of the ceding
insurer in accordance with a rating assigned to the certified reinsurer by the commissioner. The security shall be in a form consistent
with the provisions of IC 27-6-10-11.5 and IC 27-6-10-14 and section 10, 11, or 12 of this rule. The amount of security required
in order for full credit to be allowed shall correspond with the following requirements:

(1) Ratings Security Required
Secure — 1 0%
Secure — 2 10%
Secure — 3 20%
Secure — 4 50%
Secure — 5 75%
Vulnerable — 6 100%

(2) Affiliated reinsurance transactions shall receive the same opportunity for reduced security requirements as all other
reinsurance transactions.
(3) The commissioner shall require the certified reinsurer to post one hundred percent (100%), for the benefit of the ceding
insurer or its estate, security upon the entry of an order of rehabilitation, liquidation, or conservation against the ceding
insurer.
(4) In order to facilitate the prompt payment of claims, a certified reinsurer shall not be required to post security for
catastrophe recoverables for a period of one (1) year from the date of the first instance of a liability reserve entry by the ceding
company as a result of a loss from a catastrophic occurrence as recognized by the commissioner. The one (1) year deferral
period is contingent upon the certified reinsurer continuing to pay claims in a timely manner. Reinsurance recoverables for
only the following lines of business as reported on the NAIC annual financial statement related specifically to the catastrophic
occurrence will be included in the deferral:

(A) Line 1: Fire.

(B) Line 2: Allied lines.
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(C) Line 3: Farmowners multiple peril.
(D) Line 4: Homeowners multiple peril.
(E) Line 5: Commercial multiple peril.
(F) Line 9: Inland marine.
(G) Line 12: Earthquake.
(H) Line 21: Auto physical damage.
(5) Credit for reinsurance under this section shall apply only to reinsurance contracts entered into or renewed on or after the
effective date of the certification of the assuming insurer. Any reinsurance contract entered into prior to the effective date of
the certification of the assuming insurer that is subsequently amended after the effective date of the certification of the
assuming insurer, or a new reinsurance contract, covering any risk for which collateral was provided previously, shall only
be subject to this section with respect to losses incurred and reserves reported from and after the effective date of the
amendment or new contract.
(6) Nothing in this section shall prohibit the parties to a reinsurance agreement from agreeing to provisions establishing
security requirements that exceed the minimum security requirements established for certified reinsurers under this section.
(b) The procedure for certification shall be as follows:
(1) The commissioner shall post notice on the insurance department's website promptly upon receipt of any application for
certification, including instructions on how members of the public may respond to the application. The commissioner may
not take final action on the application until at least thirty (30) days after posting the notice required by this subdivision.
(2) The commissioner shall issue written notice to an assuming insurer that has made application and been approved as a
certified reinsurer. Included in such notice shall be the rating assigned the certified reinsurer in accordance with subsection
(a). The commissioner shall publish a list of all certified reinsurers and their ratings.
(3) In order to be eligible for certification, the assuming insurer shall meet the following requirements:
(A) The assuming insurer must be domiciled and licensed to transact insurance or reinsurance in a qualified jurisdiction,
as determined by the commissioner under subsection (c).
(B) The assuming insurer must maintain capital and surplus, or its equivalent, of not less than two hundred fifty million
dollars ($250,000,000) calculated in accordance with subdivision (4)(H). This requirement may also be satisfied by an
association including incorporated and individual unincorporated underwriters having minimum capital and surplus
equivalents (net of liabilities) of at least two hundred fifty million dollars ($250,000,000) and a central fund containing
a balance of at least two hundred fifty million dollars ($250,000,000).
(C) The assuming insurer must maintain financial strength ratings from two (2) or more rating agencies deemed
acceptable by the commissioner. These ratings shall be based on interactive communication between the rating agency
and the assuming insurer and shall not be based solely on publicly available information. These financial strength
ratings will be one factor used by the commissioner in determining the rating that is assigned to the assuming insurer.
Acceptable rating agencies include the following:
(i) Standard & Poor's.
(i1) Moody's Investors Service.
(iii) Fitch Ratings.
(iv) A.M. Best Company.
(v) Any other nationally recognized statistical rating organization.
(D) The certified reinsurer must comply with any other requirements reasonably imposed by the commissioner.
(4) Each certified reinsurer shall be rated on a legal entity basis, with due consideration being given to the group rating where
appropriate, except that an association including incorporated and individual unincorporated underwriters that has been
approved to do business as a single certified reinsurer may be evaluated on the basis of its group rating. Factors that may be
considered as part of the evaluation process include, but are not limited to, the following:
(A) The certified reinsurer's financial strength rating from an acceptable rating agency. The maximum rating that a
certified reinsurer may be assigned will correspond to its financial strength rating as outlined in the table below. The
commissioner shall use the lowest financial strength rating received from an approved rating agency in establishing the
maximum rating of a certified reinsurer. A failure to obtain or maintain at least two (2) financial strength ratings from
acceptable rating agencies will result in loss of eligibility for certification.
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Ratings Best S&P Moody's Fitch
Secure — 1 A++ AAA Aaa AAA
Secure — 2 A+ AA+, AA, AA- Aal, Aa2, Aa3 AA+, AA, AA-
Secure — 3 A A+ A Al, A2 A+ A
Secure — 4 A- A- A3 A-
Secure — 5 B++, B+ BBB+, BBB, BBB- Baal, Baa2, Baa3 BBB+, BBB, BBB-
Vulnerable — 6 B, B-,C++, C+, C, C-, | BB+, BB, BB-, B+, B, | Bal, Ba2, Ba3, B1, B2, | BB+, BB, BB-, B+, B,
D,E, F B-,CCC,CC,C,D,R B3, Caa, Ca, C B-, CCC+, CC, CCC-,
DD

(B) The business practices of the certified reinsurer in dealing with its ceding insurers, including its record of
compliance with reinsurance contractual terms and obligations.
(C) For certified reinsurers domiciled in the U.S., a review of the most recent applicable NAIC Annual Statement
Blank, either Schedule F (for property/casualty reinsurers) or Schedule S (for life and health reinsurers).
(D) For certified reinsurers not domiciled in the U.S., areview annually of Form CR-F (for property/casualty reinsurers)
or Form CR-S (for life and health reinsurers).
(E) The reputation of the certified reinsurer for prompt payment of claims under reinsurance agreements, based on an
analysis of ceding insurers' Schedule F reporting of overdue reinsurance recoverables, including the proportion of
obligations that are more than ninety (90) days past due or are in dispute, with specific attention given to obligations
payable to companies that are in administrative supervision or receivership.
(F) Regulatory actions against the certified reinsurer.
(G) The report of the independent auditor on the financial statements of the insurance enterprise, on the basis described
in clause (H).
(H) For certified reinsurers not domiciled in the U.S., audited financial statements (audited U.S. GAAP basis if
available, audited IFRS basis statements are allowed but must include an audited footnote reconciling equity and net
income to a U.S. GAAP basis, or, with the permission of the state insurance commissioner, audited IFRS statements
with reconciliation to U.S. GAAP certified by an officer of the company), regulatory filings, and actuarial opinion (as
filed with the non-U.S. jurisdiction supervisor). Upon the initial application for certification, the commissioner will
consider audited financial statements for the last three (3) years filed with its non-U.S. jurisdiction supervisor.
(D) The liquidation priority of obligations to a ceding insurer in the certified reinsurer's domiciliary jurisdiction in the
context of an insolvency proceeding.
(J) A certified reinsurer's participation in any solvent scheme of arrangement, or similar procedure, which involves U.S.
ceding insurers. The commissioner shall receive prior notice from a certified reinsurer that proposes participation by
the certified reinsurer in a solvent scheme of arrangement.
(K) Any other information deemed relevant by the commissioner.
(5) Based on the analysis conducted under subdivision (4)(E) of a certified reinsurer's reputation for prompt payment of
claims, the commissioner may make appropriate adjustments in the security the certified reinsurer is required to post to protect
its liabilities to U.S. ceding insurers, provided that the commissioner shall, at a minimum, increase the security the certified
reinsurer is required to post by one (1) rating level under subdivision (4)(A) if the commissioner finds that:
(A) more than fifteen percent (15%) of the certified reinsurer's ceding insurance clients have overdue reinsurance
recoverables on paid losses of ninety (90) days or more that:
(i) are not in dispute; and
(ii) exceed one hundred thousand dollars ($100,000) for each cedent; or
(B) the aggregate amount of reinsurance recoverables on paid losses that are not in dispute that are overdue by ninety
(90) days or more exceeds fifty million dollars ($50,000,000).
(6) The assuming insurer must submit a properly executed Form CR-1, as established in section 16 of this rule, as evidence
of its submission to the jurisdiction of this state, appointment of the commissioner as an agent for service of process in this
state, and agreement to provide security for one hundred percent (100%) of the assuming insurer's liabilities attributable to
reinsurance ceded by U.S. ceding insurers if it resists enforcement of a final U.S. judgment. The commissioner shall not
certify any assuming insurer that is domiciled in a jurisdiction that the commissioner has determined does not adequately and
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promptly enforce final U.S. judgments or arbitration awards.
(7) The certified reinsurer must agree to meet applicable information filing requirements as determined by the commissioner,
both with respect to an initial application for certification and on an ongoing basis. All information submitted by certified
reinsurers that are not otherwise public information subject to disclosure shall be exempted from disclosure under IC 5-14-3-4
and shall be withheld from public disclosure. The applicable information filing requirements are as follows:
(A) Notification within ten (10) days of any regulatory actions taken against the certified reinsurer, any change in the
provisions of its domiciliary license, or any change in rating by an approved rating agency, including a statement
describing such changes and the reasons therefor.
(B) Annually, Form CR-F or CR-S, as applicable.
(C) Annually, the report of the independent auditor on the financial statements of the insurance enterprise, on the basis
described in clause (D).
(D) Annually, audited financial statements (audited U.S. GAAP basis if available, audited IFRS basis statements are
allowed but must include an audited footnote reconciling equity and net income to a U.S. GAAP basis, or, with the
permission of the state insurance commissioner, audited IFRS statements with reconciliation to U.S. GAAP certified
by an officer of the company), regulatory filings, and actuarial opinion (as filed with the certified reinsurer's
supervisor). Upon the initial certification, audited financial statements for the last three (3) years filed with the certified
reinsurer's supervisor.
(E) At least annually, an updated list of all disputed and overdue reinsurance claims regarding reinsurance assumed
from U.S. domestic ceding insurers.
(F) A certification from the certified reinsurer's domestic regulator that the certified reinsurer is in good standing and
maintains capital in excess of the jurisdiction's highest regulatory action level.
(G) Any other information that the commissioner may reasonably require.
(8) If a certified reinsurer experiences a change in rating or the commissioner revokes the certified reinsurer's certification,
the following apply:
(A) In the case of a downgrade by a rating agency or other disqualifying circumstance, the commissioner shall upon
written notice assign a new rating to the certified reinsurer in accordance with the requirements of subdivision (4)(A).
(B) The commissioner shall have the authority to suspend, revoke, or otherwise modify a certified reinsurer's
certification at any time if the certified reinsurer fails to meet its obligations or security requirements under this section,
or if other financial or operating results of the certified reinsurer, or documented significant delays in payment by the
certified reinsurer, lead the commissioner to reconsider the certified reinsurer's ability or willingness to meet its
contractual obligations.
(C) If the rating of a certified reinsurer is upgraded by the commissioner, the certified reinsurer may meet the security
requirements applicable to its new rating on a prospective basis, but the commissioner shall require the certified
reinsurer to post security under the previously applicable security requirements as to all contracts in force on or before
the effective date of the upgraded rating. If the rating of a certified reinsurer is downgraded by the commissioner, the
commissioner shall require the certified reinsurer to meet the security requirements applicable to its new rating for all
business it has assumed as a certified reinsurer.
(D) Upon revocation of the certification of a certified reinsurer by the commissioner, the assuming insurer shall be
required to post security in accordance with section 10 of this rule in order for the ceding insurer to continue to take
credit for reinsurance ceded to the assuming insurer. If funds continue to be held in trust in accordance with section
7 of this rule, the commissioner may allow additional credit equal to the ceding insurer's pro rata share of such funds,
discounted to reflect the risk of uncollectibility and anticipated expenses of trust administration. Notwithstanding the
change of a certified reinsurer's rating or revocation of its certification, a domestic insurer that has ceded reinsurance
to that certified reinsurer may not be denied credit for reinsurance for a period of three (3) months for all reinsurance
ceded to that certified reinsurer, unless the reinsurance is found by the commissioner to be at high risk of
uncollectibility.
(c) The following apply with respect to qualified jurisdictions:
(1) If, upon conducting an evaluation under this section with respect to the reinsurance supervisory system of any non-U.S.
assuming insurer, the commissioner determines that the jurisdiction qualifies to be recognized as a qualified jurisdiction, the
commissioner shall publish notice and evidence of such recognition in an appropriate manner. The commissioner may
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establish a procedure to withdraw recognition of those jurisdictions that are no longer qualified.

(2) In order to determine whether the domiciliary jurisdiction of a non-U.S. assuming insurer is eligible to be recognized as

a qualified jurisdiction, the commissioner shall evaluate the reinsurance supervisory system of the non-U.S. jurisdiction, both

initially and on an ongoing basis, and consider the rights, benefits and the extent of reciprocal recognition afforded by the non-

U.S. jurisdiction to reinsurers licensed and domiciled in the U.S. The commissioner shall determine the appropriate approach

for evaluating the qualifications of such jurisdictions, and create and publish a list of jurisdictions whose reinsurers may be

approved by the commissioner as eligible for certification. A qualified jurisdiction must agree to share information and
cooperate with the commissioner with respect to all certified reinsurers domiciled within that jurisdiction. Additional factors
to be considered in determining whether to recognize a qualified jurisdiction, in the discretion of the commissioner, include,
but are not limited to, the following:

(A) The framework under which the assuming insurer is regulated.

(B) The structure and authority of the domiciliary regulator with regard to solvency regulation requirements and

financial surveillance.

(C) The substance of financial and operating standards for assuming insurers in the domiciliary jurisdiction.

(D) The form and substance of financial reports required to be filed or made publicly available by reinsurers in the

domiciliary jurisdiction and the accounting principles used.

(E) The domiciliary regulator's willingness to cooperate with U.S. regulators in general and the commissioner in

particular.

(F) The history of performance by assuming insurers in the domiciliary jurisdiction.

(G) Any documented evidence of substantial problems with the enforcement of final U.S. judgments in the domiciliary

jurisdiction. A jurisdiction will not be considered to be a qualified jurisdiction if the commissioner has determined that

it does not adequately and promptly enforce final U.S. judgments or arbitration awards.

(H) Any relevant international standards or guidance with respect to mutual recognition of reinsurance supervision

adopted by the International Association of Insurance Supervisors or successor organization.

(I) Any other matters deemed relevant by the commissioner.

(3) A list of qualified jurisdictions shall be published through the NAIC committee process. The commissioner shall consider

this list in determining qualified jurisdictions. If the commissioner approves a jurisdiction as qualified that does not appear

on the list of qualified jurisdictions, the commissioner shall provide thoroughly documented justification with respect to the

criteria provided under subdivision (2)(A) through (2)(I).

(4) U.S. jurisdictions that meet the requirements for accreditation under the NAIC financial standards and accreditation

program shall be recognized as qualified jurisdictions.

(d) The following apply to the recognition of certification issued by an NAIC accredited jurisdiction:

(1) If an applicant for certification has been certified as a reinsurer in an NAIC accredited jurisdiction, the commissioner has

the discretion to defer to that jurisdiction's certification, and to defer to the rating assigned by that jurisdiction, if the assuming

insurer submits a properly executed Form CR-1 and such additional information as the commissioner requires. The assuming
insurer shall be considered to be a certified reinsurer in this state.

(2) Any change in the certified reinsurer's status or rating in the other jurisdiction shall apply automatically in this state as of

the date it takes effect in the other jurisdiction. The certified reinsurer shall notify the commissioner of any change in its status

or rating within ten (10) days after receiving notice of the change.

(3) The commissioner may withdraw recognition of the other jurisdiction's rating at any time and assign a new rating in

accordance with subsection (b)(8)(A).

(4) The commissioner may withdraw recognition of the other jurisdiction's certification at any time, with written notice to the

certified reinsurer. Unless the commissioner suspends or revokes the certified reinsurer's certification in accordance with

subsection (b)(8)(B), the certified reinsurer's certification shall remain in good standing in this state for a period of three (3)

months, which shall be extended if additional time is necessary to consider the assuming insurer's application for certification

in this state.

(e) In addition to the clauses required under section 13 of this rule, reinsurance contracts entered into or renewed under this
section shall include a proper funding clause, which requires the certified reinsurer to provide and maintain security in an amount
sufficient to avoid the imposition of any financial statement penalty on the ceding insurer under this section for reinsurance ceded
to the certified reinsurer.
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(f) The commissioner shall comply with all reporting and notification requirements that may be established by the NAIC with
respect to certified reinsurers and qualified jurisdictions.

(g) The NAIC Model Laws, Regulations and Guidelines, Vol. V, pages 786-37 through 786-43, Credit for Reinsurance Model
Regulation (January 2012) are hereby incorporated by reference as if fully set out herein as the format for Form CR-F and Form
CR-S described in subsection (b)(4)(D) and (b)(7)(B). (Department of Insurance; 760 IAC 1-56-7.5; filed Dec 16, 2013, 9:14 a.m.:
20140115-1IR-760130006FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-8 Credit reinsurance required by law
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 8. Under IC 27-6-10-13, the commissioner of the department of insurance shall allow credit for reinsurance ceded by
a domestic insurer to an assuming insurer not meeting the requirements of IC 27-6-10-8, IC 27-6-10-9, IC 27-6-10-10, IC 27-6-10-
11, or IC 27-6-10-11.5, but only with respect to the insurance of risks located in jurisdictions where such reinsurance is required
by the applicable law or regulation of that jurisdiction. As used in this section, "jurisdiction" means any state, district, or territory
of the United States and any lawful national government. (Department of Insurance; 760 IAC 1-56-8; filed Nov 14, 1994, 9:50 a.m.:
18 IR 872; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16,2013, 9:14 a.m.: 20140115-
IR-760130006FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-9 Reduction from liability for reinsurance ceded to an unauthorized assuming insurer
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 9. (a) Under IC 27-6-10-14, the commissioner of the department of insurance shall allow a reduction from liability for
reinsurance ceded by a domestic insurer to an assuming insurer not meeting the requirements of IC 27-6-10-8, IC 27-6-10-9, IC 27-6-
10-10, IC 27-6-10-11, or IC 27-6-10-11.5 in an amount not exceeding the liabilities carried by the ceding insurer. Such reduction
shall be in the amount of funds held by or on behalf of the ceding insurer, including funds held in trust for the exclusive benefit of
the ceding insurer, under a reinsurance contract with such assuming insurer as security for the payment of obligations thereunder.
Such security must be held in the United States subject to withdrawal solely by, and under the exclusive control of, the ceding insurer
or, in the case of a trust, held in a qualified United States financial institution as defined in IC 27-6-10-6.

(b) The security required by subsection (a) may be in the form of any of the following:

(1) Cash.

(2) Securities listed by the Securities Valuation Office of the National Association of Insurance Commissioners, including

those deemed exempt from filing as defined by the Purposes and Procedures Manual of the Securities Valuation Office, and

qualifying as admitted assets.

(3) Clean, irrevocable, unconditional, and evergreen letters of credit issued or confirmed by a qualified United States

institution, as defined in IC 27-6-10-5, effective no later than December 31 of the year for which filing is being made, and

in the possession of the ceding company on or before the filing date of its annual statement. Letters of credit meeting
applicable standards of issuer acceptability as of the dates of their issuance (or confirmation) shall, notwithstanding the issuing

(or confirming) institutions' subsequent failure to meet applicable standards of issuer acceptability, continue to be acceptable

as security until their expiration, extension, renewal, modification, or amendment, whichever first occurs.

(4) Any other form of security acceptable to the commissioner of the department of insurance.

(c) An admitted asset or reduction from liability for reinsurance ceded to an unauthorized assuming insurer under subsection
(b)(1), (b)(2), or (b)(3) shall be allowed only when the requirements of section 10, 11, or 12 of this rule are met. (Department of
Insurance; 760 IAC 1-56-9; filed Nov 14, 1994, 9:50 a.m.: 18 IR 872; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531;
readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-
760130479RFA; filed Dec 16,2013, 9:14 a.m.: 20140115-IR-760130006FRA;, readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-
IR-760190497RFA)
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760 TAC 1-56-10 Trust agreements qualified under section 9 of this rule
Authority: IC 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10-6

Sec. 10. (a) The following definitions apply throughout this section:
(1) "Beneficiary" means the entity for whose sole benefit the trust has been established and any successor of the beneficiary
by operation of law. If a court of law appoints a successor in interest to the named beneficiary, then the named beneficiary
includes and is limited to the court appointed domiciliary receiver (including conservator, rehabilitator, or liquidator).
(2) "Grantor" means the entity that has established a trust for the sole benefit of the beneficiary. When established in
conjunction with a reinsurance agreement, the grantor is the unlicensed, unaccredited assuming insurer.
(3) "Obligations", as used in subsection (b)(11), means the following:
(A) Reinsured losses and allocated loss expenses paid by the ceding insurer, but not recovered from the assuming
insurer.
(B) Reserves for the following:
(i) Reinsured losses reported and outstanding.
(i1) Reinsured losses incurred but not reported.
(iii) Allocated reinsured loss expenses and unearned premiums.
(b) The following are required conditions:
(1) The trust agreement shall be entered into between the beneficiary, the grantor, and the trustee, which shall be a qualified
United States financial institution as defined in IC 27-6-10-6.
(2) The trust agreement shall create a trust account into which assets shall be deposited.
(3) All assets in the trust account shall be held by the trustee at the trustee's office in the United States.
(4) The trust agreement shall provide that:
(A) the beneficiary shall have the right to withdraw assets from the trust account at any time, without notice to the
grantor, subject only to written notice from the beneficiary to the trustee;
(B) no other statement or document is required to be presented in order to withdraw assets except that the beneficiary
may be required to acknowledge receipt of withdrawn assets;
(C) it is not subject to any conditions or qualifications outside of the trust agreement; and
(D) it shall not contain references to any other agreements or documents except as provided for under subdivision (11).
(5) The trust agreement shall be established for the sole benefit of the beneficiary.
(6) The trust agreement shall require the trustee to do the following:
(A) Receive assets and hold all assets in a safe place.
(B) Determine that all assets are in such form that the beneficiary, or the trustee upon direction by the beneficiary, may
whenever necessary negotiate any such assets, without consent or signature from the grantor or any other person or
entity.
(C) Furnish to the grantor and the beneficiary a statement of all assets in the trust account upon its inception and at
intervals no less frequently than the end of each calendar quarter.
(D) Notify the grantor and the beneficiary within ten (10) days of any deposits to or withdrawals from the trust account.
(E) Upon written demand of the beneficiary, immediately take any and all steps necessary to transfer absolutely and
unequivocally all right, title, and interest in the assets held in the trust account to the beneficiary and deliver physical
custody of the assets to the beneficiary.
(F) Allow no substitutions or withdrawals of assets from the trust account, except on written instructions from the
beneficiary except that the trustee may, without the consent of but with notice to the beneficiary, upon call or maturity
of any trust asset, withdraw such asset upon condition that the proceeds are paid into the trust account.
(7) The trust agreement shall provide that at least thirty (30) days, but not more than forty-five (45) days, prior to termination
of the trust account, written notification of termination shall be delivered by the trustee to the beneficiary.
(8) The trust agreement shall be made subject to and governed by the laws of the state in which the trust is domiciled.
(9) The trust agreement shall prohibit invasion of the trust corpus for the purpose of paying compensation to, or reimbursing
the expenses of, the trustee. In order for a letter of credit to qualify as an asset of the trust, the trustee shall have the right and
the obligation pursuant to the deed of trust or some other binding agreement (as duly approved by the commissioner), to
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immediately draw down the full amount of the letter of credit and hold the proceeds in trust for the beneficiaries of the trust
if the letter of credit will otherwise expire without being renewed or replaced.
(10) The trust agreement shall provide that the trustee shall be liable for its own negligence, willful misconduct, or lack of
good faith. The failure of the trustee to draw against the letter of credit in circumstances where such draw would be required
shall be deemed to be negligence or willful misconduct, or both.
(11) Notwithstanding other provisions of this rule, when a trust agreement is established in conjunction with a reinsurance
agreement covering risks other than life, annuities, and accident and health, where it is customary practice to provide a trust
agreement for a specific purpose, such a trust agreement may, notwithstanding any other conditions in this rule, provide that
the ceding insurer shall undertake to use and apply amounts drawn upon the trust account, without diminution because of the
insolvency of the ceding insurer or the assuming insurer, for any of the following purposes:
(A) To pay or reimburse the ceding insurer for the assuming insurer's share under the specific reinsurance agreement
regarding any losses and allocated loss expenses paid by the ceding insurer, but not recovered from the assuming
insurer, or for unearned premiums due to the ceding insurer if not otherwise paid by the assuming insurer.
(B) To make payment to the assuming insurer of any amounts held in the trust account that exceed one hundred two
percent (102%) of the actual amount required to fund the assuming insurer's obligations under the specific reinsurance
agreement.
(C) Where the ceding insurer has received notification of termination of the trust account and where the assuming
insurer's entire obligations under the specific reinsurance agreement remain unliquidated and undischarged for ten (10)
days prior to the termination date, to withdraw amounts equal to the obligations and deposit those amounts in a separate
account, in the name of the ceding insurer in any qualified United States financial institution as defined in IC 27-6-10-6
apart from its general assets, in trust for such uses and purposes specified in clauses (A) and (B) as may remain
executory after such withdrawal and for any period after the termination date.
(12) Notwithstanding other provisions of this rule, when a trust agreement is established to meet the requirements of this
section in conjunction with a reinsurance agreement covering life, annuities, or accident and health risks, where it is customary
to provide a trust agreement for a specific purpose, the trust agreement may provide that the ceding insurer shall undertake
to use and apply amounts drawn upon the trust account, without diminution because of the insolvency of the ceding insurer
or the assuming insurer, only for any of the following purposes:
(A) To pay or reimburse the ceding insurer for the assuming insurer's share under the specific reinsurance agreement
of:
(1) premiums returned, but not yet recovered from the assuming insurer, to the owners of policies reinsured under
the reinsurance agreement on account of cancellations of the policies; and
(i1) surrenders and benefits or losses paid by the ceding insurer, but not yet recovered from the assuming insurer,
under the terms and provisions of the policies reinsured under the reinsurance agreement.
(B) To pay to the assuming insurer amounts held in the trust account in excess of the amount necessary to secure the
credit or reduction from liability for reinsurance taken by the ceding insurer.
(C) Where the ceding insurer has received notification of termination of the trust and where the assuming insurer's
entire obligations under the specific reinsurance agreement remain unliquidated and undischarged ten (10) days prior
to the termination date, to withdraw amounts equal to the assuming insurer's share of liabilities, to the extent that the
liabilities have not yet been funded by the assuming insurer, and deposit those amounts in a separate account, in the
name of the ceding insurer in any qualified U.S. financial institution apart from its general assets, in trust for the uses
and purposes specified in clauses (A) and (B) as may remain executory after withdrawal and for any period after the
termination date.
(13) Either the reinsurance agreement or the trust agreement must stipulate that assets deposited in the trust account shall be
valued according to their current fair market value and shall consist only of cash in United States dollars, certificates of
deposit issued by a United States bank and payable in United States dollars, and investments permitted by IC 27 or any
combination of the above, provided investments in or issued by an entity controlling, controlled by, or under common control
with either the grantor or the beneficiary of the trust shall not exceed five percent (5%) of total investments. The agreement
may further specify the types of investments to be deposited. If the reinsurance agreement covers life, annuities, or accident
and health risks, then the provisions required by this subdivision must be included in the reinsurance agreement.
(c) The following are permitted conditions:
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(1) The trust agreement may provide that the trustee may resign upon delivery of a written notice of resignation, effective not
less than ninety (90) days after receipt by the beneficiary and grantor of the notice and that the trustee may be removed by
the grantor by delivery to the trustee and beneficiary of the written notice of removal, effective not less than ninety (90) days
after receipt by the trustee and the beneficiary of the notice, provided that no such resignation or removal shall be effective
until a successor trustee has been duly appointed and approved by the beneficiary and the grantor and all assets in the trust
have been duly transferred to the new trustee.
(2) The grantor may have the full and unqualified right to vote any shares of stock in the trust account and to receive from
time to time payments of any dividends or interest upon any shares of stock or obligations included in the trust account. Any
such interest or dividend shall be either forwarded promptly upon receipt to the grantor or deposited in a separate account
established in the grantor's name.
(3) The trustee may be given authority to invest, and accept substitutions of, any funds in the account, provided that no
investment or substitution shall be made without prior approval of the beneficiary unless the trust agreement specifies
categories of investments acceptable to the beneficiary and authorizes the trustee to invest funds and to accept substitutions
that the trustee determines are at least equal in market value to the assets withdrawn and that are consistent with the
restrictions in subsection (d)(1)(B).
(4) The trust agreement may provide that the beneficiary may at any time designate a party to which all or part of the trust
assets are to be transferred. Such transfer may be conditioned upon the trustee receiving, prior to or simultaneously, other
specified assets.
(5) The trust agreement may provide that, upon termination of the trust account, all assets not previously withdrawn by the
beneficiary shall, with written approval by the beneficiary, be delivered over to the grantor.
(d) The following are additional conditions applicable to reinsurance agreements:
(1) A reinsurance agreement, which is entered into in conjunction with a trust agreement and the establishment of a trust
account, may contain provisions that do the following:
(A) Require the assuming insurer to enter into a trust agreement and to establish a trust account for the benefit of the
ceding insurer, specifying what the agreement is to cover.
(B) Require the assuming insurer, prior to depositing assets with the trustee, to execute assignments or endorsements
in blank, or to transfer legal title to the trustee of all shares, obligations, or any other assets requiring assignments, in
order that the ceding insurer, or the trustee upon the direction of the ceding insurer, may whenever necessary negotiate
these assets without consent or signature from the assuming insurer or any other entity.
(C) Require that all settlements of account between the ceding insurer and the assuming insurer be made in cash or its
equivalent.
(D) Stipulate that the assuming insurer and the ceding insurer agree that the assets in the trust account, established
pursuant to the provisions of the reinsurance agreement, may be withdrawn by the ceding insurer at any time,
notwithstanding any other provisions in the reinsurance agreement, and shall be utilized and applied by the ceding
insurer or its successors in interest by operation of law, including, without limitation, any liquidator, rehabilitator,
receiver, or conservator of such company, without diminution because of insolvency on the part of the ceding insurer
or the assuming insurer, only for the following purposes:
(1) To reimburse the ceding insurer for the assuming insurer's share of premiums returned, but not yet recovered
from the assuming insurer, to the owners of policies reinsured under the reinsurance agreement because of
cancellations of such policies.
(i1) To reimburse the ceding insurer for the assuming insurer's share of surrenders and benefits or losses paid by
the ceding insurer pursuant to the provisions of the policies reinsured under the reinsurance agreement.
(iii) To pay or reimburse the ceding insurer for any other amounts necessary to secure the credit or reduction from
liability for reinsurance taken by the ceding insurer.
(iv) To make payment to the assuming insurer of amounts held in the trust account in excess of the amount
necessary to secure the credit or reduction from liability for reinsurance taken by the ceding insurer.
(2) The reinsurance agreement may also contain provisions that do the following:
(A) Give the assuming insurer the right to seek approval from the ceding insurer to withdraw from the trust account
all or any part of the trust assets and transfer those assets to the assuming insurer, provided:
(1) the assuming insurer shall, at the time of withdrawal, replace the withdrawn assets with other qualified assets
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having a market value equal to the market value of the assets withdrawn so as to maintain at all times the deposit
in the required amount; or
(i) after withdrawal and transfer, the market value of the trust account is not less than one hundred two percent
(102%) of the required amount.
The ceding insurer shall not unreasonably or arbitrarily withhold its approval.
(B) Provide for the return of any amount withdrawn in excess of the actual amounts required for subdivision (1)(D)
and for interest payments at a rate not in excess of the prime rate of interest on such amounts.
(C) Permit the award by any arbitration panel or court of competent jurisdiction of:
(i) interest at a rate different from that provided in clause (B);
(ii) court or arbitration costs;
(iii) attorney's fees; and
(iv) any other reasonable expenses.
(3) A trust agreement may be used to reduce any liability for reinsurance ceded to an unauthorized assuming insurer in
financial statements required to be filed with the department of insurance in compliance with this rule when established on
or before the date of filing of the financial statement of the ceding insurer. Further, the reduction for the existence of an
acceptable trust account may be up to the current fair market value of acceptable assets available to be withdrawn from the
trust account at that time, but such reduction shall be no greater than the specific obligations under the reinsurance agreement
that the trust account was established to secure.
(4) Notwithstanding the effective date of this rule, any trust agreement or underlying reinsurance agreement in existence prior
to December 31, 2013, will continue to be acceptable until December 31, 2014, at which time the agreements will have to be
in full compliance with this rule for the trust agreement to be acceptable.
(5) The failure of any trust agreement to specifically identify the beneficiary as defined in subsection (a)(1) shall not be
construed to affect any actions or rights that the commissioner of the department of insurance may take or possess pursuant
to the provisions of the laws of this state.
(Department of Insurance; 760 IAC 1-56-10; filed Nov 14, 1994, 9:50 a.m..: 18 IR 873, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-760130006FRA; errata filed Feb 26, 2014, 8:59 a.m.:
20140326-1IR-760140064ACA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-11 Letters of credit qualified under section 9 of this rule
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10-5

Sec. 11. (a) The letter of credit must be clean, irrevocable, and unconditional and issued or confirmed by a qualified United
States financial institution as defined in IC 27-6-10-5. The letter of credit shall:

(1) contain an issue date and date of expiration;

(2) stipulate that the beneficiary need only draw a sight draft under the letter of credit and present it to obtain funds and that

no other document need be presented; and

(3) indicate that it is not subject to any condition or qualifications outside of the letter of credit.

In addition, the letter of credit itself shall not contain reference to any other agreements, documents, or entities, except as provided
in subsection (i)(1). As used in this section, "beneficiary" means the domestic insurer for whose benefit the letter of credit has been
established and any successor of the beneficiary by operation of law. If a court of law appoints a successor in interest to the named
beneficiary, then the named beneficiary includes, and is limited to, the court appointed domiciliary receiver (including conservator,
rehabilitator, or liquidator).

(b) The heading of the letter of credit may include a boxed section that contains the name of the applicant and other
appropriate notations to provide a reference for the letter of credit. The boxed section shall be clearly marked to indicate that such
information is for internal identification purposes only.

(c) The letter of credit shall contain a statement to the effect that the obligation of the qualified United States financial
institution under the letter of credit is in no way contingent upon reimbursement with respect thereto.

(d) The term of the letter of credit shall be for at least one (1) year and shall contain an evergreen clause that prevents the
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expiration of the letter of credit without due notice from the issuer. The evergreen clause shall provide for a period of not less than
a thirty (30) day notice prior to expiry date or nonrenewal.

(e) The letter of credit shall state whether it is subject to and governed by the laws of this state or the Uniform Customs and
Practice for Documentary Credits of the International Chamber of Commerce Publication 600 (UCP 600) or International Standby
Practices of the International Chamber of Commerce Publication 590 (ISP98), or any successor publication, and all drafts drawn
thereunder shall be presentable at an office in the United States of a qualified United States financial institution.

(f) If the letter of credit is made subject to the Uniform Customs and Practice for Documentary Credits of the International
Chamber of Commerce (Publication 500), or any successor publication, then the letter of credit shall specifically address and make
provisions for an extension of time to draw against the letter of credit in the event that one (1) or more of the occurrences specified
in Article 17 of Publication 500, or any successor publication, occur.

(g) The letter of credit shall be issued or confirmed by a qualified United States financial institution authorized to issue letters
of credit under IC 27-6-10-5.

(h) If the letter of credit is issued by a qualified United States financial institution authorized to issue letters of credit, other
than a qualified United States financial institution as described in subsection (g), then the following additional requirements shall
be met:

(1) The issuing qualified United States financial institution shall formally designate the confirming qualified United States

financial institution as its agent for the receipt and payment of the drafts.

(2) The evergreen clause shall provide for a thirty (30) day notice prior to expiration date for nonrenewal.

(i) Reinsurance agreement provisions shall be as follows:

(1) The reinsurance agreement in conjunction with which the letter of credit is obtained may contain provisions that do the

following:

(A) Require the assuming insurer to provide letters of credit to the ceding insurer and specify what they are to cover.
(B) Stipulate that the assuming insurer and the ceding insurer agree that the letter of credit provided by the assuming
insurer pursuant to the provisions of the reinsurance agreement may be drawn upon at any time, notwithstanding any
other provision in the agreement, and shall be utilized by the ceding insurer or its successors in interest only for one
(1) or more of the following reasons:
(1) To reimburse the ceding insurer for the assuming insurer's share of premiums returned to the owners of
policies reinsured under the reinsurance agreement on account of cancellations of such policies.
(i1) To reimburse the ceding insurer for the assuming insurer's share of surrenders and benefits or losses paid by
the ceding insurer under the terms and provisions of the policies reinsured under the reinsurance agreement.
(iii) To pay any other amounts necessary to secure the credit or reduction from liability for reinsurance taken by
the ceding insurer.
(iv) Where the letter of credit will expire without renewal or be reduced or replaced by a letter of credit for a
reduced amount and where the assuming insurer's entire obligations under the reinsurance agreement remain
unliquidated and undischarged ten (10) days prior to the termination date, to withdraw amounts equal to the
assuming insurer's share of the liabilities, to the extent that the liabilities have not yet been funded by the
assuming insurer and exceed the amount of any reduced or replacement letter of credit, and deposit those
amounts in a separate account in the name of the ceding insurer in a qualified U.S. financial institution apart from
its general assets, in trust for such uses and purposes specified in items (i) through (iii) as may remain after
withdrawal and for any period after the termination date.
(C) This subdivision shall be applied without diminution because of insolvency on the part of the ceding insurer or
assuming insurer.
(2) Nothing contained in subdivision (1) shall preclude the ceding insurer and assuming insurer from providing for either or
both of the following:
(A) An interest payment, at a rate not in excess of the prime rate of interest, on the amounts held under subdivision
(D(B).
(B) The return of any amounts drawn down on the letters of credit in excess of the actual amounts required in
subdivision (1)(B) or any amounts that are subsequently determined not to be due.
(Department of Insurance; 760 IAC 1-56-11; filed Nov 14, 1994, 9:50 a.m.: 18 IR 876, errata filed Mar 9, 1995, 3:00 p.m.: 18 IR
1837; readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA;
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readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14 am.: 20140115-IR-
760130006FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-12 Other security
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 12. A ceding insurer may take credit for unencumbered funds withheld by the ceding insurer in the United States subject
to withdrawal solely by the ceding insurer and under its exclusive control. (Department of Insurance; 760 IAC 1-56-12; filed Nov
14, 1994, 9:50 a.m.: 18 IR 877, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-13 Reinsurance contract
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10-7; 1C 27-6-10-12; IC 27-9

Sec. 13. Credit will not be granted to a ceding insurer for reinsurance effected with assuming insurers meeting the
requirements of section 4, 5, 6, 7, 7.5, or 8 of this rule or otherwise in compliance with IC 27-6-10-7 after the adoption of this rule
unless the reinsurance agreement includes the following:

(1) A proper insolvency clause, which stipulates that reinsurance is payable directly to the liquidator or successor without

diminution regardless of the status of the ceding company, under IC 27-9.

(2) A provision under IC 27-6-10-12, whereby the assuming insurer, if an unauthorized assuming insurer has:

(A) submitted to the jurisdiction of an alternative dispute resolution panel or court of competent jurisdiction within the
United States;

(B) agreed to comply with all requirements necessary to give such court or panel jurisdiction;

(C) designated an agent upon whom service of process may be effected; and

(D) agreed to abide by the final decision of such court or panel.

(3) A proper reinsurance intermediary clause, if applicable, that stipulates that the credit risk for the intermediary is carried

by the assuming insurer.

(Department of Insurance; 760 IAC 1-56-13; filed Nov 14, 1994, 9:50 a.m.: 18 IR 877, readopted filed Sep 14, 2001, 12:22 p.m.:
25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-760130006FRA; readopted filed Nov 19, 2019, 9:18
a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-14 Contracts affected
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 14. All new and renewal reinsurance transactions entered into after December 31,2013, shall conform to the requirements
of this rule if credit is to be given to the ceding insurer for such reinsurance. (Department of Insurance; 760 IAC 1-56-14; filed Nov
14, 1994, 9:50 a.m.: 18 IR 878, readopted filed Sep 14, 2001, 12:22 p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14
a.m.: 20140115-IR-760130006FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-15 Certificate of assuming insurer, form AR-1
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 15. Form AR-1, Certificate of Assuming Insurer, shall be as follows:
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FORM AR-1
CERTIFICATE OF ASSUMING INSURER

I, (name of officer), (title of officer) of (name of assuming insurer), the assuming insurer under a reinsurance agreement(s)
with one (1) or more insurers domiciled in (name of State), hereby certify that (name of assuming insurer) (" Assuming insurer"):

1. Submits to the jurisdiction of any court of competent jurisdiction in (ceding insurer's state of domicile) for the adjudication

of any issues arising out of the reinsurance agreement(s), agrees to comply with all requirements necessary to give such court

jurisdiction, and will abide by the final decision of such court or any appellate court in the event of an appeal. Nothing in this

paragraph constitutes or should be understood to constitute a waiver of Assuming Insurer's rights to commence an action in

any court of competent jurisdiction in the United States, to remove an action to a United States District Court, or to seek a

transfer of a case to another court as permitted by the laws of the United States or of any state in the United States. This

paragraph is not intended to conflict with or override the obligation of the parties to the reinsurance agreement(s) to arbitrate

their disputes if such an obligation is created in the agreement.

2. Designate the Insurance Commissioner of (ceding insurer's state of domicile) as its lawful attorney upon whom may be

served any lawful process in any action, suit or proceeding arising out of the reinsurance agreement(s) instituted by or on

behalf of the ceding insurer.

3. Submits to the authority of the Insurance Commissioner of (ceding insurer's state of domicile) to examine its books and

records and agrees to bear the expense of any such examination.

4. Submits with this form a current list of insurers domiciled in (ceding insurer's state of domicile) reinsured by Assuming

Insurer and undertakes to submit additions to or deletions from the list to the Insurance Commissioner at least once per

calendar quarter.

Dated:

(name of assuming insurer)
BY:

(name of officer)

(title of officer)
(Department of Insurance; 760 IAC 1-56-15; filed Nov 14, 1994, 9:50 a.m.: 18 IR 878, errata, 18 IR 1291; readopted filed Sep 14,
2001, 12:22p.m.: 25 IR 531; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013,
3:43 p.m.: 20131225-IR-760130479RFA; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-760130006FRA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-56-16 Certificate of certified reinsurer, form CR-1
Authority: 1C 27-1-3-7; IC 27-6-10-15
Affected: IC 27-6-10

Sec. 16. Form CR-1, Certificate of Certified Reinsurer, shall be as follows:
FORM CR-1
CERTIFICATE OF CERTIFIED REINSURER

I, (name of officer), (title of officer) of (name of assuming insurer), the assuming insurer under a reinsurance agreement with
one or more insurers domiciled in (name of state), in order to be considered for approval in this state, hereby certify that (name of
assuming insurer) ("Assuming Insurer"):

1. Submits to the jurisdiction of any court of competent jurisdiction in (ceding insurer's state of domicile) for the adjudication

of any issues arising out of the reinsurance agreement, agrees to comply with all requirements necessary to give such court

jurisdiction, and will abide by the final decision of such court or any appellate court in the event of an appeal. Nothing in this

paragraph constitutes or should be understood to constitute a waiver of Assuming Insurer's rights to commence an action in

any court of competent jurisdiction in the United States, to remove an action to a United States District Court, or to seek a

transfer of a case to another court as permitted by the laws of the United States or of any state in the United States. This

paragraph is not intended to conflict with or override the obligation of the parties to the reinsurance agreement to arbitrate

their disputes if such an obligation is created in the agreement.

2. Designates the Insurance Commissioner of (ceding insurer's state of domicile) as its lawful attorney upon whom may be
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served any lawful process in any action, suit or proceeding arising out of the reinsurance agreement instituted by or on behalf
of the ceding insurer.
3. Agrees to provide security in an amount equal to 100% of liabilities attributable to U.S. ceding insurers if it resists
enforcement of a final U.S. judgment or properly enforceable arbitration award.
4. Agrees to provide notification within 10 days of any regulatory actions taken against it, any change in the provisions of its
domiciliary license or any change in its rating by an approved rating agency, including a statement describing such changes
and the reasons therefor.
5. Agrees to annually file information comparable to relevant provisions of the NAIC financial statement for use by insurance
markets in accordance with 760 IAC 1-56.
6. Agrees to annually file the report of the independent auditor on the financial statements of the insurance enterprise.
7. Agrees to annually file audited financial statements, regulatory filings, and actuarial opinion in accordance with 760 IAC
1-56.
8. Agrees to annually file an updated list of all disputed and overdue reinsurance claims regarding reinsurance assumed from
U.S. domestic ceding insurers.
9. Is in good standing as an insurer or reinsurer with the supervisor of its domiciliary jurisdiction.

Dated:

(name of assuming insurer)
BY:

(name of officer)

(title of officer)
(Department of Insurance; 760 IAC 1-56-16; filed Dec 16, 2013, 9:14 a.m.: 20140115-IR-760130006FRA; readopted filed Nov
19,2019, 9:18 a.m.. 20191218-IR-760190497RFA)

Rule 57. Actuarial Opinion and Memorandum
NOTE: IC 27-1-12-10.1 was repealed by P.L.276-2013, SECTION 6, effective July 1, 2013.

760 TAC 1-57-1 Authority
Authority: IC 27-1-12-10.1
Affected: IC 27-1-12-10

Sec. 1. This rule is promulgated pursuant to the authority granted by IC 27-1-12-10.1 [IC 27-1-12-10.1 was repealed by
P.L.276-2013, SECTION 6, effective July 1, 2013.]. (Department of Insurance; 760 IAC 1-57-1; filed May 16, 1997, 9:30 a.m.: 20
IR 2778, filed Oct 6, 2003, 5:15 p.m.: 27 IR 505, eff Dec 31, 2003, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-
760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-57-2 Purpose
Authority: 1C 27-1-12-10.1
Affected: 1IC 27-1-12-10.1

Sec. 2. The purpose of this rule is to prescribe the following:
(1) Guidelines and standards for statements of actuarial opinion that are to be submitted in accordance with IC 27-1-12-10.1
[IC 27-1-12-10.1 was repealed by P.L.276-2013, SECTION 6, effective July 1, 2013.] and for memoranda in support thereof.
(2) Rules applicable to the appointment of an appointed actuary.
(Department of Insurance; 760 IAC 1-57-2; filed May 16, 1997, 9:30 a.m.: 20 IR 2778, filed Oct 6, 2003, 5:15 p.m.: 27 IR 505,
eff Dec 31, 2003; readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RF A, readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)
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760 IAC 1-57-3 Scope
Authority: 1C 27-1-12-10.1
Affected: IC27-11-8-2

Sec. 3. (a) This rule shall apply to:

(1) all life insurance companies and fraternal benefit societies doing business in this state;

(2) all life insurance companies and fraternal benefit societies that are authorized to reinsure life insurance, annuities, or

accident and health insurance business in this state; and

(3) any annual statement filed with the commissioner after the effective date of this rule.

(b) A statement of opinion on the adequacy of the reserves and related actuarial items based on an asset adequacy analysis
in accordance with section 8 of this rule, and a memorandum in support thereof in accordance with section 9 of this rule, shall be
required each year. (Department of Insurance; 760 IAC 1-57-3; filed May 16, 1997, 9:30 a.m.: 20 IR 2778; filed Oct 6, 2003, 5:15
p.m.: 27 IR 505, eff Dec 31, 2003, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov
20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-57-4 Definitions
Authority: 1C 27-1-12-10.1
Affected: IC 27-1-20-21

Sec. 4. The following definitions apply throughout this rule, IC 27-1-12-10 [/IC 27-1-12-10 was repealed by P.L.276-2013,
SECTION 5, effective July 1, 2013.], and IC 27-1-12-10.1 [IC 27-1-12-10.1 was repealed by P.L.276-2013, SECTION 6, effective
July 1, 2013.]:

(1) "Actuarial opinion" means the opinion of an appointed actuary regarding the adequacy of the reserves and related actuarial

items based on an asset adequacy test in accordance with section 8 of this rule and with presently accepted actuarial standards.

(2) "Actuarial Standards Board" means the board established by the American Academy of Actuaries to develop and

promulgate standards of actuarial practice.

(3) "Annual statement" means the statement required by IC 27-1-20-21 to be filed by the company with the department

annually.

(4) "Appointed actuary" means any individual who meets the requirements of section 5(c) of this rule.

(5) "Asset adequacy analysis" means an analysis that meets the requirements of section 5(d) of this rule. The term includes

cash flow testing, sensitivity testing, or applications of risk theory.

(6) "Commissioner" means the commissioner of the department of insurance.

(7) "Company" means a life insurance company, fraternal benefit society, or reinsurer subject to this rule.

(8) "Department" means the department of insurance.

(9) "NAIC" means the National Association of Insurance Commissioners.

(10) "Noninvestment grade bonds" means bonds designated as Class 3, 4, 5, or 6 by the NAIC securities valuation office.

(11) "Qualified actuary" means any individual who meets the requirements of section 5(b) of this rule.

(Department of Insurance; 760 IAC 1-57-4; filed May 16, 1997, 9:30 a.m.: 20 IR 2778; filed Oct 6, 2003, 5:15 p.m.: 27 IR 506,
eff Dec 31, 2003, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA, readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 IAC 1-57-5 General requirements
Authority: 1C 27-1-12-10.1
Affected: IC 27-1-12-10

Sec. 5. (a) Requirements for the submission of statement of actuarial opinion shall be as follows:

(1) A statement entitled "Statement of Actuarial Opinion" that meets the requirements of section 8 of this rule and is rendered
by an appointed actuary shall be included on or attached to page 1 of the annual statement of any company.

(2) The commissioner may grant an extension of the date for submission of the statement of actuarial opinion upon written
request by a company.
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(b) As used in this section, "qualified actuary" means an individual who:
(1) is a member in good standing of the American Academy of Actuaries;
(2) is qualified to sign a statement of actuarial opinion for any life or health insurance company annual statement in
accordance with the American Academy of Actuaries qualification standards for actuaries signing such statements;
(3) is familiar with the valuation requirements applicable to life and health insurance companies;
(4) has not been found by the commissioner (or, if so found, has been subsequently reinstated as a qualified actuary),
following appropriate notice and hearing, to have:
(A) violated any provision of, or any obligation imposed by, IC 27 or other law in the course of his or her dealings as
a qualified actuary;
(B) been found guilty of fraudulent or dishonest practices;
(C) demonstrated his or her incompetency, lack of cooperation, or untrustworthiness to act as a qualified actuary;
(D) submitted to the commissioner during the past five (5) years, pursuant to this rule, an actuarial opinion or
memorandum that the commissioner rejected because it did not meet the provisions of this rule including standards set
by the Actuarial Standards Board; or
(E) resigned or been removed as an actuary within the past five (5) years as a result of acts or omissions indicated in
any adverse report on examination or as a result of failure to adhere to generally acceptable actuarial standards; and
(5) has not failed to notify the commissioner of any action similar to that described in subdivision (4) taken by any insurance
supervisory regulator of any other state.
(c) As used in this rule, "appointed actuary" means a qualified actuary who is appointed or retained to prepare the statement
of actuarial opinion required by IC 27-1-12-10.1 /IC 27-1-12-10.1 was repealed by P.L.276-2013, SECTION 6, effective July 1,
2013.] and this rule, either directly by a company or by the authority of the board of directors through an executive officer of a
company. Notice requirements shall be as follows:
(1) A company shall give the commissioner timely written notice of the name, title (and, in the case of a consulting actuary,
the name of the firm), and manner of appointment or retention of each person appointed or retained by the company as an
appointed actuary and shall state in such notice that the person meets the requirements in subsection (b).
(2) A company shall give the commissioner timely notice in the event an appointed actuary ceases to be appointed or retained
as an appointed actuary or to meet the requirements set forth in subsection (b).
(3) If any person appointed or retained as an appointed actuary replaces a previously appointed actuary, the notice shall so
state and give the reasons for replacement.
(d) The asset adequacy analysis required by this rule shall:
(1) conform to the standards of practice promulgated by the Actuarial Standards Board and any additional standards under
this rule, which standards are to form the basis of the statement of actuarial opinion in accordance with section 8 of this rule;
and
(2) be based on methods of analysis deemed appropriate for such purposes by the Actuarial Standards Board.
(e) Liabilities to be covered shall be as follows:
(1) Pursuant to IC 27-1-12-10.1 [/IC 27-1-12-10.1 was repealed by P.L.276-2013, SECTION 6, effective July 1, 2013.], the
statement of actuarial opinion shall apply to all in force business on the annual statement date regardless of when or where
issued.
(2) If the appointed actuary determines as the result of asset adequacy analysis that a reserve should be held in addition to the
aggregate reserve held by the company and calculated in accordance with the methods set forth in IC 27-1-12-10 /IC 27-1-12-
10 was repealed by P.L.276-2013, SECTION 35, effective July 1, 2013.], the company shall establish such additional reserve.
(3) Any additional reserve established under subdivision (2) and deemed not necessary in any subsequent year may be
released. Any amount released must be disclosed in the actuarial opinion for the applicable year. The release of such reserves
shall not be deemed an adoption of a lower standard of valuation.
(Department of Insurance; 760 [AC 1-57-5; filed May 16, 1997, 9:30 a.m.: 20 IR 2779; filed Oct 6, 2003, 5:15 p.m.: 27 IR 506,
eff Dec 31, 2003, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RF A, readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)
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760 IAC 1-57-6 Required opinions
Authority: 1C 27-1-12-10.1
Affected: IC 27-1-12-10.1

Sec. 6. In accordance with IC 27-1-12-10.1 [IC 27-1-12-10.1 was repealed by P.L.276-2013, SECTION 6, effective July 1,
2013.], every company doing business in this state shall annually submit a statement of actuarial opinion in accordance with section
8 of this rule for each year beginning with the year in which this rule becomes effective. (Department of Insurance; 760 IAC 1-57-6;

filed May 16, 1997, 9:30 a.m.. 20 IR 2780, filed Oct 6, 2003, 5:15 p.m.: 27 IR 507, eff Dec 31, 2003, readopted filed Nov 24, 2009,

9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)
760 IAC 1-57-7 Statement of actuarial opinion not including an asset adequacy analysis (Repealed)

Sec. 7. (Repealed by Department of Insurance; filed Oct 6, 2003, 5:15 p.m.: 27 IR 515, eff Dec 31, 2003)
760 IAC 1-57-8 Statement of actuarial opinion based on an asset adequacy analysis

Authority: 1C 27-1-12-10.1
Affected: IC27-1-12-10.1

Sec. 8. (a) The statement of actuarial opinion based on an asset adequacy analysis required by IC 27-1-12-10.1 [IC 27-1-12-

10.1 was repealed by P.L.276-2013, SECTION 6, effective July 1, 2013.] shall consist of the following:
(1) An opening paragraph.
(2) A scope paragraph.
(3) A reliance paragraph.
(4) An opinion paragraph.
(5) One (1) or more additional paragraphs will be needed in individual company cases as follows:
(A) If the appointed actuary considers it necessary to state a qualification of his or her opinion.

(B) If the appointed actuary must disclose the method or aggregation for reserves of different products or lines of
business for asset adequacy analysis.

(C) If the appointed actuary must disclose reliance upon any portion of the assets supporting the Asset Valuation
Reserve (AVR), Interest Maintenance Reserve (IMR), or other mandatory or voluntary statement of reserves for asset
adequacy analysis.

(D) If the appointed actuary must disclose an inconsistency in the method of analysis or basis of asset allocation used
at the prior opinion date with that used for this opinion.

(E) If the appointed actuary must disclose whether additional reserves of the prior opinion date are released as of this
opinion date, and the extent of the release.

(F) If the appointed actuary chooses to add a paragraph briefly describing the assumptions that form the basis for the
actuarial opinion.

(b) A statement of actuarial opinion issued in accordance with this section must contain all pertinent aspects of the language
provided in this section. The language may be modified as needed to meet the circumstances of a particular case, but the appointed
actuary should use language that clearly expresses his or her professional judgment. The following language is that which in typical

circumstances would be included in a statement of actuarial opinion in accordance with this section:

(1) The opening paragraph shall include an identification of the appointed actuary and a description of the appointed actuary's
relationship to the company and his or her qualifications to sign the opinion. The opening paragraph of the actuarial opinion

shall read as follows:

(A) For a company actuary, "I, [name], am [title] of [company] and a member of the American Academy of Actuaries.
I was appointed by, or by the authority of, the Board of Directors of said company to render this opinion as stated in
the letter to the Commissioner dated [insert date]. I meet the Academy qualification standards for rendering the opinion
and am familiar with the valuation requirements applicable to life and health insurance companies.".

(B) For a consulting actuary, "I, [name and title of actuary], am a member of the American Academy of Actuaries and
am associated with the firm of [insert name of consulting firm]. I have been appointed by, or by the authority of, the
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Board of Directors of [name of company] to render this opinion as stated in the letter to the Commissioner dated [insert
date]. I meet the Academy qualification standards for rendering the opinion and am familiar with the valuation

requirements applicable to life and health insurance companies.".

(2) The scope paragraph must identify the subjects on which an opinion is to be expressed and describe the scope of the
appointed actuary's work, including a tabulation delineating the reserves and related actuarial items that have been analyzed
for asset adequacy and the method of analysis, and identify the reserves and related actuarial items covered by the opinion
that have not been so analyzed. The scope paragraph shall include a statement such as, "I have examined the actuarial
assumptions and actuarial methods used in determining reserves and related actuarial items listed below, as shown in the
annual statement of the company, as prepared for filing with state regulatory officials, as of December 31, [ ]. The following
tabulation contains those reserves and related actuarial items which have been subjected to asset adequacy analysis":

Asset Adequacy Tested Amounts Reserves and Liabilities

Statement Item

Formula
Reserves

@)

Additional
Actuarial
Reserves

@Q2)

Analysis
Method (b)

Other
Amount

(€)

Total Amount
M+2)+3)
)

Aggregate Reserves for Life Policies and Contracts

A. Life Insurance

B. Annuities

C. Supplementary
Contracts Involving Life Contingencies

D. Accidental Death Benefit

E. Disability—Active

F. Disability—Disabled

G. Miscellaneous

Total (Page ,Line )

Aggregate Reserves for Accident and Health Contracts

A. Active Life Reserve

B. Claim Reserve

Total (Page , Line )

Deposit Type Contracts

1. Premiums and Other Deposit Funds

1.1. Policyholder Premiums (Page , Line )

1.2. Guaranteed Interest Contracts (Page , Line )

1.3. Other Contract Deposit Funds (Page , Line )

2. Supplementary Contracts Not Involving Life Contingencies
(Page ,Line )

3. Dividend and Coupon Accumulations (Page , Line )

Total

Policy and Contract Claims for Life and Accident and Health
Policies and Contracts, Part 1

1. Life (Page _,Line )

2. Health (Page , Line )

Total (Page , Line )

Separate Accounts (Page , Line )

TOTAL RESERVES
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IMR (Page  Line )
AVR (Page Line ) (c)
Notes:
(a) The additional actuarial reserves are the reserves established under section 5(¢)(2) of this rule.
(b) The appointed actuary should indicate the method of analysis, determined in accordance with the standards for asset adequacy
analysis referred to in section 5(d) of this rule, by means of symbols that should be defined in footnotes to the table.
(c) Allocated amount.
(3) The reliance paragraph shall describe those areas, if any, where the appointed actuary has deferred to other experts in
developing data, procedures, or assumptions, for example, anticipated cash flows according to economic scenarios. The
reliance paragraph shall include the following:
(A) If the appointed actuary has relied on other experts to develop certain portions of the analysis, the reliance
paragraph shall include the statement:
"Thaverelied on [namel], [title] for [e.g., 'anticipated cash flows from currently owned assets, including variations
in cash flows according to economic scenarios' or 'certain critical aspects of the analysis performed in
conjunction with forming my opinion'] as certified in the attached statement. I have reviewed the information
relied upon for reasonableness.".
A statement of reliance on other experts shall be accompanied by a statement by each of such experts in the form
prescribed by subsection (e).
(B) If the appointed actuary has examined the underlying asset and liability records, the reliance paragraph shall also
include the statement, "My examination included such review of the actuarial assumptions and actuarial methods and
of the underlying basic asset and liability records and such tests of the actuarial calculations as I considered necessary.
I also reconciled the underlying basic asset and liability records to [exhibits and schedules listed as applicable] of the
company's current annual statement.".
(C) If the appointed actuary has not examined the underlying records, but has relied upon data (for example, listings
and summaries of policies in force and/or asset records) prepared by the company, the reliance paragraph shall include
the statement,
"In forming my opinion on [specify reserves] I relied upon data prepared by [name and title of company officer
certifying in-force records or other data] as certified in the attached statements. I evaluated that data for
reasonableness and consistency. I also reconciled that data to [exhibits and schedules to be listed as applicable]
of the company's current annual statement. In other respects, my examination included review of the actuarial
assumptions and actuarial methods used and tests of the calculations I considered necessary.".
A statement of reliance on other experts shall be accompanied by a statement by each of such experts in the form
prescribed by subsection (e).
(4) The opinion paragraph shall express the appointed actuary's opinion with respect to the adequacy of the supporting assets
to mature the liabilities. The opinion paragraph shall include a statement, such as, "In my opinion the reserves and related
actuarial values concerning the statement items identified above:
(A) are computed in accordance with presently accepted actuarial standards consistently applied and are fairly stated,
in accordance with sound actuarial principles;
(B) are based on actuarial assumptions which produce reserves at least as great as those called for in any contract
provision as to reserve basis and method and are in accordance with all other contract provisions;
(C) meet the requirements of [state of domicile] insurance law and regulations and are at least as great as the minimum
aggregate amounts required by the state in which this statement is filed;
(D) are computed on the basis of assumptions consistent with those used in computing the corresponding items in the
annual statement of the preceding year end (with any exceptions noted below); or
(E) include provision for all actuarial reserves and related statement items which ought to be established.
The reserves and related items, when considered in light of the assets held by the company with respect to such reserves and
related actuarial items, including, but not limited to, the investment earnings on such assets, and the considerations anticipated
to be received and retained under such policies and contracts, make adequate provision, according to presently accepted
actuarial standards of practice, for the anticipated cash flows required by the contractual obligations and related expenses of
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the company.

The actuarial methods, considerations, and analyses used in forming my opinion conform to the appropriate Standards of
Practice as Promulgated by the Actuarial Standards Board, which standards form the basis of this statement of opinion.
This opinion is updated annually as required by statute. To the best of my knowledge, there have been no material changes
from the applicable date of the annual statement to the date of the rendering of this opinion which should be considered in
reviewing this opinion.

The impact of unanticipated events subsequent to the date of this opinion is beyond the scope of this opinion. The analysis
of asset adequacy portion of this opinion should be viewed recognizing that the company's future experience may not follow
the assumptions used in the analysis.

Signature of Appointed Actuary

Address of Appointed Actuary

Telephone Number of Appointed Actuary".

(c) The adoption for new issues or new claims or other new liabilities of an actuarial assumption, which differs from a
corresponding assumption used for prior new issues or new claims or other new liabilities, is not a change in actuarial assumptions
within the meaning of this section.

(d) If the appointed actuary is unable to form an opinion, then he or she shall refuse to issue a statement of actuarial opinion.
If the appointed actuary's opinion is adverse or qualified, he or she shall issue an adverse or qualified actuarial opinion explicitly
stating the reason or reasons for such opinion. This statement should follow the scope paragraph and precede the opinion paragraph.

(e) If the appointed actuary does not express an opinion as to the accuracy and completeness of the listings and summaries
of policies in force and/or asset oriented information, there shall be attached to the opinion a statement similar to either of the
following by a company officer or the accounting firm who prepared such underlying data:

(1) "I [name of officer], [title], of [name and address of company or accounting firm], hereby affirm that the listings and

summaries of policies and contracts in force as of December 31, [ ], prepared for and submitted to [name of appointed actuary]

were prepared under my direction and, to the best of my knowledge and belief, are substantially accurate and complete.

Signature of the Officer of the Company or Accounting Firm

Address of the Officer of the Company or Accounting Firm

Telephone Number of the Officer of the Company or Accounting Firm".
(2) "I, [name of officer], [title] of [name and address of company, accounting firm, or security analyst], hereby affirm that
the listings, summaries, and analyses relating to data prepared for and submitted to [name of appointed actuary] in support
of the asset oriented aspects of the opinion were prepared under my direction and, to the best of my knowledge and belief,
are substantially accurate and complete.

Signature of the Officer of the Company, the Accounting Firm, or the Security Analyst

Address of the Officer of the Company, the Accounting Firm, or the Security Analyst

Telephone Number of the Officer of the Company, the Accounting Firm, or the Security Analyst".

(f) The commissioner may accept the valuation of a foreign insurer when that valuation meets the requirement applicable to
a company domiciled in this state in the aggregate. As an alternative to the requirements of subsection (b)(4)(C), the commissioner
may make one (1) or more of the following additional approaches available to the opining actuary:

(1) A statement that the reserves "meet the requirements of the insurance laws and regulations of the State of [state of

domicile] and the formal written standards and conditions of this state for filing an opinion based on the law of the state of

domicile". If the commissioner chooses to allow this alternative, a formal written list of standards and conditions shall be

made available. If a company chooses to use this alternative, the standards and conditions in effect on July 1 of a calendar
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year shall apply to statements for that calendar year, and they shall remain in effect until they are revised or revoked. If no
list is available, this alternative is not available.
(2) A statement that the reserves "meet the requirements of the insurance laws and regulations of the State of [state of
domicile] and I have verified that the company's request to file an opinion based on the laws of the state of domicile has been
approved and that any conditions required by the commissioner for approval of that request have been met". If the
commissioner chooses to allow this alternative, a formal written statement of such allowance shall be issued no later than
March 31 of the year it is first effective. Subsequent to that statement being issued, if a company chooses to use this
alternative, the company shall file a request to do so, along with justification for its use, no later than April 30 of the year of
the opinion to be filed. The request shall be deemed approved on October 1 of that year if the commissioner has not denied
the request by that date.
(3) A statement that the reserves "meet the requirements of the insurance laws and regulations of the State of [state of
domicile] and I have submitted the required comparison as specified by this state", including the following:
(A) If the commissioner chooses to allow this alternative, a formal written list of products (to be added to the table in
clause (B)) for which the required comparison shall be provided will be published. If a company chooses to use this
alternative, the list in effect on July 1 of a calendar year shall apply to statements for that calendar year, and it shall
remain in effect until it is revised or revoked. If no list is available, this alternative is not available.
(B) If a company desires to use this alternative, the appointed actuary shall provide a comparison of the gross
nationwide reserves held to the gross nationwide reserves that would be held under NAIC codification standards. Gross
nationwide reserves are the total reserves calculated for the total company in force business directly sold and assumed,
indifferent to the state in which the risk resides, without reduction for reinsurance ceded. The information provided
shall be at least:

(2)
)] Death Benefit or Account 3) 4) %)
Product Type Value Reserves Held Codification Reserves Codification Standard

(C) The information listed shall include all products identified by either the state of filing or any other states subscribing

to this alternative.

(D) If there is no codification standard for the type of product or risk in force or if the codification standard does not

directly address the type of product or risk in force, the appointed actuary shall provide detailed disclosure of the

specific method and assumptions used in determining the reserves held.

(E) The comparison provided by the company is to be kept confidential to the same extent and under the same

conditions as the actuarial memorandum.
Notwithstanding this subsection, the commissioner may reject an opinion based on the laws and regulations of the state of domicile
and require an opinion based on the laws of this state. If a company is unable to provide the opinion within sixty (60) days of the
request or such other period of time determined by the commissioner after consultation with the company, the commissioner may
contract an independent actuary at the company's expense to prepare and file the opinion. (Department of Insurance; 760 IAC 1-57-
8; filed May 16, 1997, 9:30 a.m.: 20 IR 2783; filed Oct 6, 2003, 5:15 p.m.: 27 IR 508, eff Dec 31, 2003, errata filed Dec 16, 2003,
1:30p.m.: 27 IR 1575, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RF A; readopted filed Nov 20, 2015, 9:25
am.: 20151216-IR-760150341RFA)

760 IAC 1-57-9 Description of actuarial memorandum including an asset adequacy analysis
Authority: 1C 27-1-12-10.1
Affected: IC27-1-3.1

Sec. 9. (a) In accordance with IC 27-1-12-10.1 [/IC 27-1-12-10.1 was repealed by P.L.276-2013, SECTION 6, effective July
1, 2013.], the appointed actuary shall prepare a memorandum to the company describing the analysis done in support of his or her
opinion regarding the reserves under an opinion issued pursuant to section 8 of this rule. The memorandum shall be made available
for examination by the commissioner upon his or her request but shall be returned to the company after such examination and shall
not be considered a record of the insurance department or subject to automatic filing with the commissioner.
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(b) In preparing the memorandum, the appointed actuary may rely on, and include as a part of his or her own memorandum,
memoranda prepared and signed by other actuaries who are qualified within the meaning of section 5(b) of this rule, with respect
to the areas covered in such memoranda, and so state in their memoranda.

(c) If the commissioner requests a memorandum and no such memorandum exists or if the commissioner finds that the analysis
described in the memorandum fails to meet the standards of the Actuarial Standards Board or the standards and requirements of this
rule, the commissioner may designate a qualified actuary to review the opinion and prepare such supporting memorandum as is
required for review. The reasonable and necessary expense of the independent review shall be paid by the company but shall be
directed and controlled by the commissioner.

(d) The reviewing actuary shall have the same status as an examiner under IC 27-1-3.1 for purposes of obtaining data from
the company. The work papers and documentation of the reviewing actuary shall be retained by the commissioner; provided,
however, that any information provided by the company to the reviewing actuary and included in the work papers shall be considered
as material provided by the company to the commissioner and shall be kept confidential to the same extent as is prescribed by law
with respect to other material provided by the company to the commissioner pursuant to IC 27-1-12-10 [IC 27-1-12-10 was repealed
by P.L.276-2013, SECTION 5, effective July 1, 2013.] and IC 27-1-12-10.1 [IC 27-1-12-10.1 was repealed by P.L.276-2013,
SECTION 6, effective July 1, 2013.]. The reviewing actuary shall not be an employee of a consulting firm involved with the
preparation of any prior memorandum or opinion for the insurer under this rule for the current year or any one (1) of the preceding
three (3) years.

(e) The appointed actuary shall prepare a regulatory asset adequacy issues summary, the contents of which are specified in
subsection (g). The regulatory asset adequacy issues summary shall be submitted no later than March 15 of the year following the
year for which a statement of actuarial opinion based on adequacy is required. The regulatory asset adequacy issues summary is to
be kept confidential to the same extent and under the same conditions as the actuarial memorandum.

(f) When an actuarial opinion is provided, the memorandum shall demonstrate that the analysis has been done in accordance
with the standards for asset adequacy analysis referred to in section 5(d) of this rule and any additional standards under this rule.
It shall specify the following:

(1) For reserves:

(A) product descriptions, including market description, underwriting and other aspects of a risk profile, and the specific
risks the appointed actuary deems significant;
(B) source of liability in force;
(C) reserve method and basis;
(D) investment reserves;
(E) reinsurance arrangements;
(F) identification of any explicit or implied guarantees made by the general account in support of benefits provided
through a separate account or under a separate account policy or contract and the methods used by the appointed actuary
to provide for the guarantees in the asset adequacy analysis; and
(G) documentation of assumptions to test reserves for:
(1) lapse rates (both base and excess);
(i1) interest crediting rate strategy;
(iii) mortality;
(iv) policyholder dividend strategy;
(v) competitor or market interest rate;
(vi) annuitization rates;
(vii) commissions and expenses; and
(viii) morbidity.

The documentation of the assumptions shall be such that an actuary reviewing the actuarial memorandum could form a

conclusion as to the reasonableness of the assumptions.

(2) For assets:

(A) portfolio descriptions, including a risk profile disclosing the quality, distribution, and types of assets;
(B) investment and disinvestment assumptions;

(C) source of asset data;

(D) asset valuation bases; and
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(E) documentation of assumptions made for the following:
(1) default costs;
(ii) bond call function;
(iii) mortgage prepayment function;
(iv) determining market value for assets sold due to disinvestment strategy; and
(v) determining yield on assets acquired through the investment strategy.

The documentation of the assumptions shall be such that an actuary reviewing the actuarial memorandum could form a

conclusion as to the reasonableness of the assumptions.

(3) Analysis basis:

(A) methodology;

(B) rationale for inclusion or exclusion of different blocks of business and how pertinent risks were analyzed;

(C) rationale for degree of rigor in analyzing different blocks of business;

(D) criteria for determining asset adequacy; and

(E) whether the impact of federal income taxes was considered and the method of treating reinsurance in the asset
adequacy analysis.

(4) Summary of material changes in methods, procedures, or assumptions from prior year's asset adequacy analysis.

(5) Summary of results.

(6) Conclusion.

(g) The memorandum shall include a statement similar to, "Actuarial methods, considerations, and analysis used in the
preparation of this memorandum conform to the appropriate Standards of Practice as promulgated by the Actuarial Standards Board,
which standards form the basis for this memorandum.".

(h) The regulatory asset adequacy issues summary required by subsection (e) shall state the name of the company for which
it is being supplied and shall be signed and dated by the appointed actuary rendering the actuarial opinion. The regulatory asset
adequacy issues summary shall include the following:

(1) Descriptions of the scenarios tested (including whether those scenarios are stochastic or deterministic) and the sensitivity
testing done relative to those scenarios. If negative ending surplus results under certain tests in the aggregate, the actuary
should describe those tests and the amount of additional reserve as of the valuation date which, if held, would eliminate the
negative aggregate surplus values. Ending surplus values shall be determined by either extending the projection until the in
force and associated assets and liabilities at the end of the projection period are immaterial or by adjusting the surplus amount
atthe end of the projection period by an amount that appropriately estimates the value that can reasonably be expected to arise
from the assets and liabilities remaining in force.

(2) The extent to which the appointed actuary uses assumptions in the asset adequacy that are materially different than the

assumptions used in the previous asset adequacy analysis.

(3) The amount of reserves and the identity of the product lines that had been subjected to asset adequacy analysis in the prior

opinion but were not subject to analysis for the current opinion.

(4) Comments on any interim results that may be of significant concern to the appointed actuary.

(5) The methods used by the actuary to recognize the impact of reinsurance on the company's cash flows, including both assets

and liabilities, under each of the scenarios tested.

(6) Whether the actuary has been satisfied that all options whether explicit or embedded, in any asset or liability (including,

but not limited to, those affecting cash flows embedded in fixed income securities) and equity-like features in any investments

have been appropriately considered in the asset adequacy analysis.
(Department of Insurance; 760 IAC 1-57-9; filed May 16, 1997, 9:30 a.m.: 20 IR 2787, filed Oct 6, 2003, 5:15 p.m.: 27 IR 512,
eff Dec 31, 2003, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA, readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 IAC 1-57-10 Additional considerations for analysis
Authority: 1C 27-1-12-10.1
Affected: IC27-1-12-10.1

Sec. 10. (a) The appointed actuary shall analyze only those assets held in support of the reserves that are the subject for
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specific analysis, hereafter called "specified reserves". A particular asset or portion thereof supporting a group of specified reserves
cannot support any other group of specified reserves. An asset may be allocated over several groups of specified reserves. The
annual statement value of the assets held in support of the reserves shall not exceed the annual statement value of the specified
reserves, except as provided in subsection (b). If the method of asset allocation is not consistent from year to year, the extent of its
inconsistency should be described in the supporting memorandum.

(b) An appropriate allocation of assets in the amount of the Interest Maintenance Reserve (IMR), whether positive or negative,
must be used in any asset adequacy analysis. Analysis of risks regarding asset default may include an appropriate allocation of assets
supporting the Asset Valuation Reserve (AVR); these AVR assets may not be applied for any other risks with respect to reserve
adequacy. Analysis of these and other risks may include assets supporting other mandatory or voluntary reserves available to the
extent not used for in risk analysis and reserve support.

(c) The amount of the assets used for the AVR must be disclosed in the Table of Reserves and Liabilities of the opinion and
in the memorandum. The method used for selecting particular assets or allocated portions of assets must be disclosed in the
memorandum.

(d) Interest rate scenarios used in performing the asset adequacy analysis shall be as follows:

(1) For the purpose of performing the asset adequacy analysis required by this rule, the qualified actuary is expected to follow

standards adopted by the Actuarial Standards Board; however, the appointed actuary must consider in the analysis the effect

of at least the following interest rate scenarios:
(A) Level with no deviation.
(B) Uniformly increasing over ten (10) years at one-half percent (0.5%) per year and then level.
(C) Uniformly increasing at one percent (1%) per year over five (5) years and then uniformly decreasing at one percent
(1%) per year to the original level at the end of ten (10) years and then level.
(D) An immediate increase of three percent (3%) and then level.
(E) Uniformly decreasing over ten (10) years at one-half percent (0.5%) per year and then level.
(F) Uniformly decreasing at one percent (1%) per year over five (5) years and then uniformly increasing at one percent
(1%) per year to the original level at the end of ten (10) years and then level.
(G) An immediate decrease of three percent (3%) and then level.

For these and other scenarios that may be used, projected interest rates for a five (5) year Treasury Note need not be reduced

beyond the point where the five (5) year Treasury Note yield would be at fifty percent (50%) of its initial level.

(2) The beginning interest rates may be based on:

(A) interest rates for new investments as of the valuation date similar to recent investments allocated to support the
product being tested; or
(B) an outside index, such as Treasury yields, of assets of the appropriate length on a date close to the valuation date.

Whatever method is used to determine the beginning yield curve and associated interest rates should be specifically defined.

The beginning yield curve and associated interest rates should be consistent for all interest rate scenarios.

(e) The appointed actuary shall retain on file, for at least seven (7) years:

(1) sufficient documentation so that it will be possible to determine the procedures followed;

(2) the analysis performed;

(3) the bases for assumptions; and

(4) the results obtained.

(Department of Insurance; 760 IAC 1-57-10; filed May 16, 1997, 9:30 a.m.: 20 IR 2787 filed Oct 6, 2003, 5:15 p.m.: 27 IR 514,
eff Dec 31, 2003; errata filed Dec 16, 2003, 1:30 p.m.: 27 IR 1575, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-
760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

Rule 58. Eligibility for Coverage from the Indiana Comprehensive Health Insurance Association
(Expired)
(Expired under IC 4-22-2.5, effective January 1, 2005.)

Rule 59. HMO Grievance Procedures
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760 TAC 1-59-1 Authority
Authority: IC 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: 1IC 27-8-28; IC 27-13-10

Sec. 1. This rule is adopted and promulgated pursuant to the authority granted by IC 27-8-28-20, IC 27-13-10-13, and IC 27-
13-35-1. (Department of Insurance; 760 IAC 1-59-1; filed Sep 30, 1998, 2:17 p.m.: 22 IR 446, eff Jan 1, 1999; filed Feb 17, 2003,
9:57a.m.: 26 IR 2326, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA, readopted filed Nov 20, 2015, 9:25
am.: 20151216-IR-760150341RFA)

760 IAC 1-59-2 Purpose
Authority: IC 27-8-28-20; IC 27-13-10-13
Affected: IC 27-8-28-19; IC 27-13-8-2; IC 27-13-10

Sec. 2. The purpose of this rule is to prescribe the following for insurers and health maintenance organizations:

(1) The form for filing information with the commissioner, as required by IC 27-8-28-19 and IC 27-13-8-2(a).

(2) Requirements for notifying enrollees of grievance procedures.

(3) Requirements for filing, investigating, and resolving grievances and appeals.
(Department of Insurance; 760 IAC 1-59-2; filed Sep 30, 1998, 2:17 p.m.: 22 IR 446, eff Jan 1, 1999; filed Feb 17, 2003, 9:57 a.m.:
26 IR 2326, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 IAC 1-59-3 Definitions
Authority: IC 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: IC 27-8-28-3; 1C 27-13-1-12; IC 27-13-1-32; IC 27-13-10-7

Sec. 3. The definitions in IC 27-8-28 and IC 27-13 shall apply for purposes of this rule, in addition to the following:
(1) "Enrollee", as defined in IC 27-13-1-12, includes "subscriber" as defined in IC 27-13-1-32 and "covered individual" as
defined in IC 27-8-28-3.
(2) "Grievance" means the following:
(A) For a health maintenance organization and a limited service health maintenance organization, any dissatisfaction
expressed by or on behalf of an enrollee of a health maintenance organization or a limited service health maintenance
organization regarding the:
(i) availability, delivery, appropriateness, or quality of health care services;
(i1) handling or payment of claims for health care services; or
(ii1) matters pertaining to the contractual relationship between:
(AA) an enrollee and a health maintenance organization or a limited service health maintenance
organization; or
(BB) a group or individual contract holder and a health maintenance organization or a limited service
health maintenance organization;
and for which the enrollee has a reasonable expectation that action will be taken to resolve or reconsider the matter that
is the subject of dissatisfaction.
(B) For an insurer, any dissatisfaction expressed by or on behalf of a covered individual regarding:
(i) a determination that a service or a proposed service is not appropriate or medically necessary;
(i1) a determination that a service or a proposed service is experimental or investigational;
(iii) the availability of participating providers;
(iv) the handling or payment of claims for health care services; or
(v) matters pertaining to the contractual relationship between a:
(AA) covered individual and an insurer; or
(BB) group policyholder and an insurer;
and for which the covered individual has a reasonable expectation that action will be taken to resolve or reconsider the
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matter that is the subject of the dissatisfaction.
(3) "Grievance procedures" means written procedures established and maintained by a health maintenance organization, a
limited service health maintenance organization, or an insurer for filing, investigating, and resolving grievances and appeals.
(4) "Major population group" means a racial or ethnic group for whom English is not the primary language and whose
members comprise at least ten percent (10%) of the health maintenance organization's enrollees.
(Department of Insurance,; 760 IAC 1-59-3; filed Sep 30, 1998, 2:17 p.m.: 22 IR 447, eff Jan 1, 1999; filed Feb 17, 2003, 9:57 a.m.:
26 IR 2327, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 IAC 1-59-4 Reports
Authority: 1C 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: IC 27-8-28-19; 1C 27-13-8-2

Sec. 4. On or before March 1 of each year, an insurer, a health maintenance organization, and a limited service health
maintenance organization must submit electronically to the department a grievance procedure report for the preceding calendar year
on the form set forth in section 14 of this rule. A health maintenance organization and a limited service health maintenance
organization may submit the information required by IC 27-13-8-2(a)(2) and IC 27-13-8-2(a)(3) concurrent with this filing.
(Department of Insurance; 760 IAC 1-59-4; filed Sep 30, 1998, 2:17 p.m.: 22 IR 447, eff Jan 1, 1999; filed Feb 17, 2003, 9:57 a.m.:
26 IR 2327, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 IAC 1-59-5 Grievance register
Authority: 1C 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: IC 27-8-28;1C 27-13-10-3

Sec. 5. (a) Aninsurer, a health maintenance organization, and a limited service health maintenance organization shall maintain
written records that document certain information about all grievances received during a calendar year (the grievance register).

(b) The grievance register shall contain, at a minimum, the following information for each grievance:

(1) A general description of the basis for the grievance using the categories in block 3 of the grievance procedures report set

forth in section 14 of this rule.

(2) Date received.

(3) Date investigated or reviewed.

(4) Date resolved.

(5) Description of resolution.

(6) Date appeal, if any, was received.

(7) Date of appeals hearing or review.

(8) Date appeal was resolved.

(9) Description of resolution of the appeal.

(10) Name of enrollee and enrollee's representative, if any, who filed, or upon whose behalf was filed, the grievance.

(11) Names and titles of all persons who investigated, reviewed, and resolved the grievance.

(c) An insurer, a health maintenance organization, or a limited service health maintenance organization shall retain each
grievance register until the commissioner has conducted an examination of the organization and adopted a final report of the
examination that contains a review of the register for the calendar year covered by the grievance register. (Department of Insurance,
760 IAC 1-59-5; filed Sep 30, 1998, 2:17 p.m.: 22 IR 447, eff Jan 1, 1999; filed Feb 17, 2003, 9:57 a.m.: 26 IR 2327, readopted
filed Nov 24, 2009, 9:35 am.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 IAC 1-59-6 Establishment of grievance procedures; filing with and review by commissioner
Authority: 1C 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: IC 27-8-28-17; IC 27-13-2; IC 27-13-10; IC 27-13-34-8; IC 27-13-39-3
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Sec. 6. (a) An insurer, a health maintenance organization, and a limited service health maintenance organization shall establish
and maintain grievance procedures.

(b) A copy of the grievance procedures, including all forms used in filing and reviewing grievances, shall be included with
any application for a certificate of authority submitted to the department.

(c) Any material modifications to the grievance procedures subsequent to the submission of the application shall be filed with
the commissioner not more than fifteen (15) days after the adoption of the modification.

(d) The grievance procedures shall require the following:

(1) A health maintenance organization must provide written or oral acknowledgment of a grievance or appeal no more than

three (3) business days after receipt. Insurers must provide written or oral acknowledgment of a grievance or appeal no more

than five (5) business days after receipt. The acknowledgment must include the name, address, and telephone number of an
individual to contact regarding the grievance and the date the grievance was filed.

(2) Investigation of any grievance or appeal in accordance with written procedures and the requirements of section 10 of this

rule.

(3) Documentation of the substance of the grievance and all actions taken by the insurer or health maintenance organization

regarding the grievance or appeal, including notification, acknowledgment, investigation, and resolution.

(4) Written notification to the enrollee of:

(A) resolution of the grievance or appeal;

(B) the right to appeal the resolution;

(C) information about how, when, and where to appeal the resolution; and

(D) the right to further remedies allowed by law, in the case of an appeal of a grievance resolution.

(e) The grievance procedures shall include procedures to assist enrollees and representatives of enrollees in filing grievances
and appeals, including provisions for assistance to persons with literacy, language, physical, health, or other impediments.

(f) The grievance procedures shall include standards that meet the requirements of IC 27-8-28-17 or IC 27-13-10 and section
10 of this rule for timeliness in acknowledging, investigating, and resolving grievances and appeals and that accommodate the
clinical urgency of the enrollee's situation. The standards for timeliness shall address:

(1) the likelihood of death, permanent injury, improvement, or deterioration of health status; and

(2) the ability to reach and maintain maximum function.

(g) The grievance procedures must require expedited review of a grievance or appeal if the time periods set forth in section
10 of this rule would seriously jeopardize the life or health of an enrollee or the enrollee's ability to reach and maintain maximum
function.

(h) An HMO's grievance procedures must comply with the requirements of IC 27-13-39-3 with respect to any grievance
regarding denial of coverage for a treatment, procedure, drug, or device on the grounds that it is experimental.

(1) The grievance procedures shall require and describe the process for the appointment of at least one (1) individual who has
sufficient experience, knowledge, and training to appropriately resolve a grievance or appeal.

(j) The requirements of subsections (d) through (i) do not apply to a limited service health maintenance organization.
(Department of Insurance; 760 IAC 1-59-6; filed Sep 30, 1998, 2:17 p.m.: 22 IR 447, eff Jan 1, 1999, errata, 22 IR 759; filed Feb
17,2003, 9:57 a.m.: 26 IR 2328, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA, readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-59-7 Notice to enrollees
Authority: IC 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: IC 27-8-28; IC 27-13-7-5; IC 27-13-9-4; 1C 27-13-10; IC 27-13-39

Sec. 7. (a) An insurer and a health maintenance organization shall provide the following to each enrollee:

(1) Information about health care services covered by the insurer or health maintenance organization, including the following:
(A) A description of covered services, including any services subject to a network restriction.
(B) A description of any limitations on payment for or coverage of health care services, including definitions of
commonly used terms.
(C) Criteria used to determine whether to deny coverage.
(D) A description of exclusions from coverage.
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(E) An explanation of any limitation on coverage for experimental treatments, procedures, drugs, or devices, including
the following:
(i) A description of the process used to determine any limitation.
(i1) A description of the criteria the insurer or the health maintenance organization uses to determine whether a
treatment, procedure, drug, or device is experimental.

(2) Information about where additional information on access to services can be obtained.

(3) Information about the insurer's or the health maintenance organization's grievance procedures, including the toll free

telephone number described in section 8§ of this rule.

(4) Information about the insurer's or the health maintenance organization's structure.

(5) Information about costs for which the enrollee is responsible.

(6) Information about financial incentives and disincentives given by the insurer or the health maintenance organization to

providers.

(b) Except as provided in subsection (f), the information required by subsection (a) must be:

(1) included in or provided with the evidence of coverage required under IC 27-13-7-5 or any member handbook within the

time periods set forth in subsection (f); and

(2) provided to any potential enrollee upon request.

(c) The information required by subsection (a)(3) shall be included on any notice to enrollees regarding the provision,
limitation, or denial of health care services.

(d) The toll free telephone number shall be prominently displayed on any enrollment verification card.

(e) This subsection is applicable to health maintenance organizations only. A brief statement of an enrollee's right to file a
grievance with the health maintenance organization, including the toll free telephone number, shall be posted by a participating
provider in a conspicuous public location in each place where health care services are provided by or on behalf of the health
maintenance organization. The notice shall be in bold face type at least one-half (72) inch in height. The statement must contain the
following or substantially similar language: "We participate in the following health maintenance organizations: [list names of and
toll free telephone numbers of participating HMOs]. If you have coverage through one (1) of these HMOs and have a complaint
or grievance, you may call the HMO at its toll free number listed above. The HMO is required by law to try to resolve your
complaint or grievance. Y ou may also register a complaint with the Indiana Department of Insurance at 1-800-622-4461. The HMO
cannot retaliate against you or your provider for making a complaint.".

(f) The information required by subsection (a) must be provided to enrollees not later than one hundred twenty (120) days
after the effective date of this rule. During the period beginning one hundred twenty (120) days after the effective date of this rule
and ending on the first renewal date of the enrollee's plan that occurs on or after the effective date of this rule, the information
required by subsection (a) may be provided to enrollees in an addendum to or statement separate from the documents described in
subsections (b) and (d). (Department of Insurance; 760 IAC 1-59-7; filed Sep 30, 1998, 2:17 p.m.: 22 IR 448, eff Jan 1, 1999, filed
Feb 17,2003, 9:57 a.m.: 26 IR 2329, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov
20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-59-8 Toll free telephone number
Authority: 1C 27-13-10-13; IC 27-13-35-1
Affected: IC 27-13-9-4; IC 27-13-10-5

Sec. 8. (a) An insurer and a health maintenance organization shall establish a toll free telephone number through which
grievances and appeals may be filed and information about grievance procedures obtained.

(b) An individual who is knowledgeable about the insurer's or the health maintenance organization's grievance procedures
and any applicable state laws and regulations must be available to respond to calls received at the toll free telephone number at least
forty (40) normal business hours per week. The toll free telephone number must be answered by an answering machine or similar
device at all other times.

(c) Any messages left through the toll free telephone number must be returned on the following business day by a qualified
individual.

(d) The toll free telephone number must accept grievances in English and the languages of the major population groups served
by the health maintenance organization. (Department of Insurance; 760 [AC 1-59-8; filed Sep 30, 1998, 2:17 p.m.: 22 IR 449, eff
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Jan 1, 1999; filed Feb 17, 2003, 9:57 a.m.: 26 IR 2329, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA;
readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-59-9 Filing grievances
Authority: 1C 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: IC 27-8-28;1C 27-13-10

Sec. 9. (a) A grievance may be filed with an insurer or a health maintenance organization orally, including by telephone, or
in writing, including by facsimile or electronic means of communication.

(b) A grievance may be filed with a limited service health maintenance organization, in writing, including by facsimile or
electronic means of communication.

(c) A grievance is considered to be filed on the day and time it is first received orally or in writing by the insurer, health
maintenance organization, or limited service health maintenance organization.

(d) A grievance may be filed by an enrollee, or a representative of an enrollee, including a health care provider acting on
behalf of an enrollee. (Department of Insurance,; 760 IAC 1-59-9; filed Sep 30, 1998, 2:17 p.m.: 22 IR 449, eff Jan 1, 1999, filed
Feb 17,2003, 9:57 a.m.: 26 IR 2330, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov
20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 TAC 1-59-10 Standards for timely review and resolution of grievances
Authority: IC 27-8-28-20; IC 27-13-10-13; IC 27-13-35-1
Affected: 1C 27-8-28; IC 27-13-10-7; IC 27-13-10-8

Sec. 10. (a) Minimum standards for timely review and resolution of grievances filed with an insurer or a health maintenance
organization are as follows:

(1) A health maintenance organization shall provide oral or written acknowledgment of a filed grievance to an enrollee not

more than three (3) business days after the grievance is filed. An insurer shall provide oral or written acknowledgment of a

filed grievance to an enrollee or an enrollee's representative not more than five (5) business days after the grievance is filed.

(2) A health maintenance organization shall resolve a grievance not more than twenty (20) business days after the grievance

is filed. An insurer shall resolve a grievance not more than twenty (20) business days after the insurer receives all information

reasonably necessary to complete the review.

(3) Written notification to an enrollee of the resolution of a grievance not more than five (5) business days after the resolution.

(4) The time period set forth in subdivision (2) may be extended if an insurer or a health maintenance organization is unable

to resolve a grievance within the specified time period due to circumstances beyond the insurer's or the health maintenance

organization's control. An enrollee must be notified in writing of the reason for the delay not more than nineteen (19) business

days after the grievance is filed. The insurer or the health maintenance organization shall issue a written notification of the

resolution of the grievance not more than ten (10) business days after the notification to the enrollee of the delay.

(b) As used in this rule, "circumstances beyond the insurer's or the health maintenance organization's control" means the
following:

(1) The failure of a provider that is not a participating provider to provide within fifteen (15) days of the filing of the grievance

information that is requested by the insurer or the health maintenance organization and is necessary to adequately review and

investigate the grievance.

(2) The failure of an enrollee to provide additional information requested by the insurer or the health maintenance organization

that is necessary to resolve the grievance within fifteen (15) days of the filing of the grievance.

(c) Minimum standards for timely review and resolution of grievance resolution appeals filed with an insurer or a health
maintenance organization are as follows:

(1) Oral or written acknowledgment by a health maintenance organization to an enrollee of a filed appeal not more than three

(3) business days after the appeal is filed. Oral or written acknowledgment by an insurer to a covered individual of a filed

appeal not more than five (5) business days after the appeal is filed.

(2) Resolution of the appeal not more than forty-five (45) business days after the appeal is filed.

(3) Written notification to an enrollee of the resolution of an appeal not more than five (5) business days after the resolution.
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(Department of Insurance; 760 IAC 1-59-10; filed Sep 30, 1998, 2:17 p.m.: 22 IR 449, eff Jan 1, 1999, filed Feb 17, 2003, 9:57
a.m.: 26 IR 2330, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RF A, readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 IAC 1-59-11 Grievance resolution notice
Authority: 1C 27-13-10-13; IC 27-13-35-1
Affected: IC 27-13-10-7

Sec. 11. The written notification of resolution required by section 10(a) and 10(c) of this rule shall contain the following:
(1) A statement of the insurer's or the health maintenance organization's understanding of the enrollee's grievance.
(2) A description of the resolution reached by the insurer or the health maintenance organization stated in clear terms and the
contract basis or medical rationale for the resolution stated in sufficient detail for the enrollee to respond further to the
insurer's or the health maintenance organization's position.
(3) A reference to the evidence or documentation used as the basis for the resolution.
(4) A statement of the procedures governing an appeal, including how to file an appeal.
(5) In the case of aresolution of an appeal of a grievance resolution, a notice of the enrollee's right to further remedies allowed
by law.
(6) The department, address, and telephone number through which an enrollee may contact a qualified representative to obtain
more information about the resolution of the grievance or the right to and procedures governing an appeal or further remedies
allowed by law.
(Department of Insurance; 760 IAC 1-59-11; filed Sep 30, 1998, 2:17 p.m.: 22 IR 450, eff Jan 1, 1999, filed Feb 17, 2003, 9:57
a.m.: 26 IR 2330; readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 TAC 1-59-12 Appeal of a grievance resolution
Authority: 1C 27-8-28; IC 27-13-10-13; IC 27-13-35-1
Affected: IC 27-8-28; IC 27-8-17; IC 27-13-10-8

Sec. 12. (a) The health maintenance organization shall appoint a panel of individuals who have sufficient experience,
knowledge, and training to appropriately resolve an appeal. If the grievance involves the proposal, refusal, or delivery of a health
care procedure, treatment, or service, the panel must include at least one (1) individual who:

(1) has knowledge in the medical condition, procedure, or treatment at issue;

(2) is in the same licensed profession as the health care provider who proposed, refused, or delivered the health care

procedure, treatment, or service that is the basis of the underlying grievance; and

(3) is not involved, in any manner, in the matter that is the basis of the underlying grievance or have a direct business

relationship with the enrollee or the health care provider who proposed, refused, or delivered the health care procedure,

treatment, or service that is the basis of the underlying grievance.

(b) In the case of an appeal of a grievance described in section 3(2)(B)(i) or 3(2)(B)(ii) of this rule, an insurer shall appoint
a panel of one (1) or more qualified individuals to resolve an appeal. The panel shall include one (1) or more individuals who:

(1) have knowledge of the medical condition, procedure, or treatment at issue;

(2) are licensed in the same profession and have a similar specialty as the provider who proposed or delivered the health care

procedure, treatment, or service;

(3) are not involved in the matter giving rise to the appeal or in the initial investigation of the grievance; and

(4) do not have a direct business relationship with the covered individual or the health care provider who previously

recommended the health care procedure, treatment, or service giving rise to the grievance.

(c) An insurer and a health maintenance organization shall require the panel to meet at a time during normal business hours
and place convenient to an enrollee who wishes to appear before or otherwise communicate with the panel, to the extent reasonably
possible. An insurer and a health maintenance organization shall notify an enrollee whose grievance is the subject of an appeal not
less than seventy-two (72) hours prior to the meeting of the panel. The enrollee may waive the seventy-two (72) hour notice of the
meeting of the panel. (Department of Insurance; 760 IAC 1-59-12; filed Sep 30, 1998, 2:17 p.m.: 22 IR 450, eff Jan 1, 1999; filed
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Feb 17,2003, 9:57 a.m.: 26 IR 2331, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA, readopted filed Nov
20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-59-13 Review (Repealed)

Sec. 13. (Repealed by Department of Insurance; filed Feb 17, 2003, 9:57 a.m.: 26 IR 2333)
760 IAC 1-59-14 Grievance procedures report form

Authority: 1C 27-13-10-13; IC 27-13-35-1

Affected: 1C27-13-8-2

Sec. 14. The form required by section 4(a) of this rule is the following:
GRIEVANCE PROCEDURES REPORT

NAME:
FOR REPORTING PERIOD January 1,  through December 31,
Block 1 REPORTING COMPANY INFORMATION
NAIC Group Code:
Assumed business name(s):
Address:

General business telephone number:

Grievance reporting - toll free number:

Name, telephone number, and e-mail address of contact person for grievance procedures:

Languages in which grievances may be filed:

Total number of Indiana enrollees at beginning of reporting period:

Total number of Indiana enrollees at end of reporting period:

Service area (use applicable county codes; if the entire state, please indicate entire state rather than list all
county codes):

Block 2 GENERAL INFORMATION

Number of grievances filed Number of appeals filed

Number of grievances resolved Number of appeals resolved

Number of grievances resolved with Company Number of appeals resolved with position upheld
position upheld

Number of grievances resolved with Company Number of appeals resolved with Company position
position overturned overturned

Number of grievances pending Number of appeals pending

Time to resolve grievances (average number of days) Time to resolve appeals (average number of days)

INTERNAL GRIEVANCE AND APPEALS INFORMATION

Block 3 NOTE: A grievance should not be recorded in more than one (1) category.
Company
Company Average Position Average
Position Number | Appealed [ Upheld On [Number|Number Of
Upheld? of ? Appeal? of Days To
Number| Yes (#): |Number| Days To| Yes (#): Yes (#): |Appeals| Resolve
Basis Filed | No (#): |Pending| Resolve | No (#): No (#): Pending| Appeals
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DENIAL OR LIMITATION OF COVERED HEALTH CARE SERVICES

Inpatient services

Outpatient services
Emergency services

Mental or behavioral services
Home health care
Prescription drugs
Equipment or supplies
Laboratory services
Experimental treatments
Other services

HEALTH CARE PROVIDERS (for HMOs, LSHMOs, and Insurers with Network plans)
Quality of health care services
No referral or expired referral
Problem with particular provider not
available
Problem with number of providers
available
Problem with type of providers
available
Problem with provider location
Problem getting appointment

OTHER BASIS FOR GRIEVANCE

Difficulty in enrolling/ other enrollment
issues

Problem with claim payment or
handling

Benefits limited or excluded
Timeliness of decision making

Other (attach additional sheets if
necessary)

Block 4 DESCRIPTION OF GRIEVANCE PROCEDURES

Please describe your grievance procedures. Attach additional sheets as necessary:

Block 5 DESCRIPTION OF APPEALS PROCEDURES
[Please describe your appeals procedures. Attach additional sheets as necessary:

(Department of Insurance; 760 IAC 1-59-14; filed Sep 30, 1998, 2:17 p.m.: 22 IR 451, eff Jan 1, 1999; filed Feb 17, 2003, 9:57
a.m.: 26 IR 2331, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA, readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

760 IAC 1-59-15 Effective date (Expired)

Sec. 15. (Expired under IC 13-14-9.5, effective January 1, 2006.)

Rule 60. Physician Specialty Classes
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760 IAC 1-60-1 Authority
Authority: IC 34-18-5-2
Affected: IC 34-18-5-2

Sec. 1. This rule is adopted and promulgated pursuant to the authority granted by IC 34-18-5-2. (Department of Insurance;
760 IAC 1-60-1; filed Oct 23, 1998, 2:45 p.m.: 22 IR 754, readopted filed Oct 14, 2004, 10:15 a.m.: 28 IR 1072; readopted filed
Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-60-1.1 Definitions
Authority: IC 34-18-5-2
Affected: IC 34-18-5-2

Sec. 1.1. (a) The following definitions apply throughout this rule:
(1) "Advanced trauma procedures" include the following:

(A) Tracheostomy.

(B) Cranial burr holes.

(C) Resuscitative thoracotomy.

(D) Resuscitative endovascular balloon occlusion of the aorta.

(E) Extracorporeal membrane oxygenation.

(F) Lateral canthotomy.
(2) "Locum tenens" means a health care provider who:

(A) is an independent contractor; and

(B) provides services on a temporary assignment with an unrelated entity when:

(i) the unrelated entity's employed health care provider or providers are away or unavailable; or
(i1) additional staffing is required by the unrelated entity.

(3) "Major surgery" means a physician who performs or assists in the performance of any medical procedures requiring the
use of:

(A) moderate sedation/analgesia;

(B) deep sedation/analgesia;

(C) regional anesthesia; or

(D) general anesthesia.
For the purposes of emergency medicine, the term means a physician who performs advanced trauma procedures.
(4) "Minor surgery" means a physician who performs or assists in the performance of any medical procedures requiring the
use of:

(A) local anesthesia;

(B) superficial nerve blocks; or

(C) minimal sedation/anxiolysis.
For the purposes of emergency medicine, the term means a physician who performs stabilizing procedures.
(5) "No surgery" means a physician who neither performs nor assists in the performance of major surgery or minor surgery.
(6) "PCF" means the Indiana patient's compensation fund.
(7) "Retired physician" means a physician who has ceased practicing for compensation, but retains an active Indiana license.
For purposes of this rule, a physician who volunteers for any amount of time without prescriptive authority is considered a
retired physician.
(8) "Stabilizing procedures" include the following:

(A) Tube thoracostomy.

(B) Laceration repair.

(C) Arthrocentesis.

(D) Joint reduction.

(E) Cricothyroidotomy.
(9) "Surgery (not otherwise classified)" means a physician who:
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(A) performs; or
(B) assists in the performance of;
major surgery or minor surgery.
(b) Any term not defined in this rule has the meaning set forth in 844 IAC 5-5. (Department of Insurance; 760 IAC 1-60-1.1;
filed May 18, 2018, 2:26 p.m.: 20180613-IR-760180070FRA)

760 IAC 1-60-2 Purpose and scope (Repealed)

Sec. 2. (Repealed by Department of Insurance; filed May 18, 2018, 2:26 p.m.: 20180613-IR-760180070FRA)
760 IAC 1-60-3 List of physician specialty classes

Authority: IC 34-18-5-2

Affected:  IC 34-18-5-2

Sec. 3. The list of physician specialty classes required by IC 34-18-5-2 is as follows:
Indiana Department of Insurance
Patient's Compensation Fund

Physician Class Plan
Class 0
ISO Code Specialty
80001 Resident Nonmoonlighting
80221 Resident Moonlighting (No ER)
80230 Acrospace Medicine
80231 General Preventive Medicine — No Surgery
80233 Occupational Medicine
80234 Pharmacology — Clinical
80236 Public Health
80240 Legal Medicine and Forensic Medicine
80248 Nutrition
80249 Psychiatry (Including Child)
80250 Psychoanalysis
80251 Psychosomatic Medicine
80254 Allergy
80256 Dermatology — No Surgery
80263 Ophthalmology — No Surgery
Class 1
ISO Code Specialty
80235 Physical Medicine and Rehabilitation
80237 Diabetes — No Surgery
80238 Endocrinology — No Surgery
80239 Family Practice — No Surgery
80241 Gastroenterology — No Surgery
80242 General Practice — No Surgery
80243 Geriatrics — No Surgery
80244 Gynecology — No Surgery
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80245 Hematology — No Surgery
80246 Infectious Disease — No Surgery
80247 Rhinology — No Surgery
80252 Rheumatology — No Surgery
80255 Cardiovascular Disease — No Surgery
80257 Internal Medicine — No Surgery
80258 Laryngology — No Surgery
80259 Neoplastic Disease — No Surgery
80260 Nephrology — No Surgery
80262 Nuclear Medicine
80264 Otology — No Surgery
80265 Otorhinolaryngology — No Surgery
80266 Pathology — No Surgery
80267 Pediatrics — No Surgery
80268 Physicians (Not Otherwise Classified) — No Surgery
80269 Pulmonary Disease — No Surgery
80420 Family Physicians — No Surgery
80473 Oncology (Not Otherwise Classified)
Class 2
ISO Code Specialty
80223 Resident Moonlighting (with ER)
80253 Radiology — Therapeutic
80261 Neurology — (Including Child) — No Surgery
80280 Radiology — Diagnostic
80282 Dermatology — Minor Surgery (including but not limited to liposuction — tumescent technique, deep
chemical peels, skin flaps — cosmetic, grafts — cosmetic)
80289 Ophthalmology — Minor Surgery (including but not limited to ectropion repair, entropion repair and excision
of growths in area of eye and lids)
80292 Pathology — Minor Surgery
80425 Radiation Therapy — Not Otherwise Classified
80426 Radiation Oncology
80431 Shock Therapy
Class 3
ISO Code Specialty
80109 Physicians — No Major Surgery
80114 Surgery — Ophthalmology (including but not limited to cataract surgery, blepharoplasty, and
LASIK/refractive surgery)
80132 Physicians (Not Otherwise Classified) — Minor Surgery
80151 Surgery — Anesthesiology
80163 Radiation Therapy — Employed Physicians or Surgeons with Major Surgery
80172 Physicians (Not Otherwise Classified) — No Major Surgery
80270 Rhinology — Minor Surgery
80271 Diabetes — Minor Surgery
80272 Endocrinology — Minor Surgery
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80273 Family Practice — Minor Surgery (including but not limited to vasectomy, lumbar epidural steroid nerve
block, and circumcision)

80274 Gastroenterology — Minor Surgery (including but not limited to colonoscopy, endoscopic biopsy, upper GI
endoscopy — ERCP, gastrotomy, and duodenoscopy)

80275 General Practice — Minor Surgery

80276 Geriatrics — Minor Surgery

80278 Hematology — Minor Surgery

80279 Infectious Diseases — Minor Surgery

80281 Cardiovascular Disease — Minor Surgery (including but not limited to catheterization — left heart,
angioplasty, electrophysiological studies — left heart)

80283 Intensive Care Medicine — Minor Surgery

80284 Internal Medicine — Minor Surgery (including but not limited to gastrointestinal endoscopy and biopsy —
endoscopic)

80285 Laryngology — Minor Surgery (including but not limited to endoscopic biopsy and lymph node excision)

80286 Neoplastic Diseases — Minor Surgery

80287 Nephrology — Minor Surgery

80288 Neurology (Including Child) — Minor Surgery (including but not limited to lumbar epidural steroid — nerve
block, myelography, angiography, and arteriography)

80290 Otology — Minor Surgery (including but not limited to endoscopic biopsy and lymph node excision)

80291 Otorhinolaryngology — Minor Surgery

80293 Pediatrics — Minor Surgery (including but not limited to colonoscopy, ERCP, esophagoscopy, and
pulmonary artery catheterization)

80294 Physicians (Not Otherwise Classified) — Minor Surgery

80421 Family Physicians (GP) — Minor Surgery — No OB

80422 Catheterization (Not Otherwise Classified)

80424 Emergency Medicine — No Surgery

80474 Oncology — Minor Surgery

Class 4

ISO Code Specialty

80000 Family Practice — with OB (including but not limited to prenatal practice to delivery, with or without
delivery and tubal ligations)

80101 Broncho-Esophagology

80108 Physicians — Surgery — Nephrology

80115 Surgery (Not Otherwise Classified) — Colon and Rectal (including family practice with colonoscopy and
internal medicine with colonoscopy)

80117 Surgery (Not Otherwise Classified) — GP (Not Primarily Engaged in Surgery)

80145 Surgery (Not Otherwise Classified) — Urological

80277 Gynecology — Minor Surgery

Class 5

ISO Code Specialty

80102 Emergency Medicine — No Major Surgery

80103 Physicians — Surgery (Not Otherwise Classified) — Endocrinology

80104 Physicians — Surgery (Not Otherwise Classified) — Gastroenterology

80105 Physicians — Surgery (Not Otherwise Classified) — Geriatrics

80106 Surgery (Not Otherwise Classified) — Laryngology (including but not limited to rhinoplasty, reconstructive

blepharoplasty, tonsillectomy, adenoidectomy, reconstructive cleft palate surgery, and mastoidectomy)
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80107 Physicians — Surgery (Not Otherwise Classified) — Neoplastic

80155 Surgery — Plastic — Otorhinolaryngology

80158 Surgery (Not Otherwise Classified) — Otology (including but not limited to rhinoplasty, reconstructive
blepharoplasty, tonsillectomy, adenoidectomy, reconstructive cleft palate surgery, and mastoidectomy)

80159 Surgery (Not Otherwise Classified) — Otorhinolaryngology (including but not limited to rhinoplasty,
reconstructive blepharoplasty, tonsillectomy, adenoidectomy, reconstructive cleft palate surgery, and
mastoidectomy)

80160 Physicians — Surgery (Not Otherwise Classified) — Rhinology (including but not limited to rhinoplasty,
reconstructive blepharoplasty, tonsillectomy, adenoidectomy, reconstructive cleft palate surgery, and
mastoidectomy)

80419 Family or General Practice — Major Surgery

80475 Pain Medicine and Pain Management

Class 6

ISO Code Specialty

80143 Surgery (Not Otherwise Classified) — General

80156 Surgery (Not Otherwise Classified) — Plastic

80157 Surgery (Not Otherwise Classified) — Emergency Medicine

80166 Surgery (Not Otherwise Classified) — Abdominal

80169 Surgery (Not Otherwise Classified) — Hand

80170 Surgery (Not Otherwise Classified) — Head and Neck

Class 7

ISO Code Specialty

80141 Surgery (Not Otherwise Classified) — Cardiac

80144 Surgery (Not Otherwise Classified) — Thoracic

80146 Surgery (Not Otherwise Classified) — Vascular

80150 Surgery (Not Otherwise Classified) — Cardiovascular Disease (including cardiovascular surgeons)

80154 Surgery (Not Otherwise Classified) — Orthopedic

80167 Surgery (Not Otherwise Classified) — Gynecology

80171 Surgery (Not Otherwise Classified) — Traumatic

80476 Surgery (Not Otherwise Classified) — Bariatric

Class 8

ISO Code Specialty

80153 Surgery (Not Otherwise Classified) — Obstetrics/Gynecology

80168 Surgery (Not Otherwise Classified) — Obstetrics

Class 9
ISO Code Specialty
80152 Surgery (Not Otherwise Classified) — Neurology (Including Child)

(Department of Insurance; 760 IAC 1-60-3; filed Oct 23, 1998, 2:45 p.m.: 22 IR 754, filed Aug 6, 1999, 2:35 p.m.: 22 IR 3934, filed
Apr 26, 2004, 2:00 p.m.: 27 IR 2729, eff Jul 1, 2004, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA;
readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA; filed May 18, 2018, 2:26 p.m.: 20180613-IR-
760180070FRA)

760 IAC 1-60-4 Doctors of osteopathy
Authority: 1C 34-18-5-2
Affected: IC 34-18-5-2
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Sec. 4. Doctors of osteopathy classified by ISO Codes 84*** shall be included in the same rating class as the corresponding
doctor of medicine specialty identified by ISO Codes 80***. (Department of Insurance; 760 IAC 1-60-4; filed Oct 23, 1998, 2:45
p.m.: 22 IR 756, readopted filed Oct 14, 2004, 10:15 a.m.: 28 IR 1072, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-
760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-60-5 Part-time and retired physicians
Authority: IC 34-18-5-2
Affected: IC 25-22.5-1-1.1

Sec. 5. (a) A physician who practices medicine on a part-time basis shall pay a reduced surcharge as follows:

(1) A physician who practices medicine twelve (12) hours per week or less shall receive a credit equal to seventy-five percent

(75%) of the surcharge amount.

(2) A physician who practices medicine more than twelve (12) hours but less than twenty-five (25) hours per week shall receive

a credit equal to fifty percent (50%) of the surcharge amount.

(3) A physician who practices medicine twenty-five (25) to thirty-one (31) hours per week shall receive a credit equal to

twenty-five percent (25%) of the surcharge amount.

(b) Medical school faculty shall receive a credit equal to sixty-seven percent (67%) of the surcharge amount. As used in this
subsection, "medical school faculty" means a physician engaged in research or teaching at a medical school as defined in IC 25-22.5-

1-1.1(h). To be eligible for the credit, not more than thirty percent (30%) of the physician's time may be spent treating patients whose
treatment is unrelated to the physician's duties at the medical school.

(c) Newly licensed physicians shall receive a credit equal to fifty percent (50%) of the surcharge amount during their first year
of practice and twenty-five percent (25%) during their second year. For purposes of this subsection, a physician is considered newly
licensed for two (2) years after:

(1) completion of a residency program or a fellowship program in their medical specialty; or

(2) the fulfillment of a military obligation in remuneration for medical school tuition.

(d) A physician participating in a fellowship program shall pay the following:

(1) If the fellowship is full time and the physician is engaging in no other medical practice, the physician shall pay an annual

surcharge equal to fifty percent (50%) of the surcharge due for the specialty class of the fellowship.

(2) If the physician is engaging in a medical practice outside of the fellowship, the physician shall pay the greater of the

following:

(A) The full-time surcharge due for the medical practice outside of the fellowship.
(B) Fifty percent (50%) of the surcharge due for the specialty class of the fellowship.
For purposes of this subsection, "part-time" has the meaning described in subsection (a)(2).

(e) A retired physician shall pay an annual surcharge in the amount of five hundred dollars ($500).

(f) Not more than one (1) credit may be applied to a physician in any policy year. (Department of Insurance; 760 IAC 1-60-5;
filed Oct 23, 1998, 2:45 p.m.: 22 IR 756, filed Aug 6, 1999, 2:35 p.m.: 22 IR 3936, filed Apr 26, 2004, 2:00 p.m.: 27 IR 2730, eff
Jul 1, 2004, filed Aug 23, 20006, 3:58 p.m.: 20060906-IR-760050266FRA; readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-

760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA, filed May 18, 2018, 2:26 p.m.: 2018061 3-
IR-760180070FRA)

760 IAC 1-60-6 Multiple policies
Authority: IC 34-18-5-2
Affected: IC 34-18-5-2

Sec. 6. (a) A physician who purchases more than one (1) professional liability insurance policy may pay only one (1) full-time
surcharge.

(b) A physician shall remit the following surcharge to the PCF for the second policy:

(1) If the second policy that is being reported for proof of financial responsibility is at a lower classification than the first

policy, the physician shall remit the minimum surcharge set forth in 760 IAC 1-21 to the PCF for the second policy.

(2) If the second policy that is being reported for proof of financial responsibility is at a higher classification than the first
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policy, the physician shall remit the difference between the higher classification surcharge and the lower classification

surcharge to the PCF for the second policy.

(c) This section does not apply to physicians holding part-time policies or locum tenens policies as the first policy being
reported for proof of financial responsibility. A physician shall remit one (1) full-time surcharge on the first policy before calculating
the surcharge to be remitted on the second policy. (Department of Insurance; 760 IAC 1-60-6; filed May 18, 2018, 2:26 p.m.:
20180613-IR-760180070FRA)

Rule 61. Viatical Settlements

760 IAC 1-61-1 Purpose and scope
Authority: IC 27-8-19.8-25; IC 27-8-19.8-26
Affected: IC 27-8-19.8-17

Sec. 1. (a) The purpose of this rule is to effectuate IC 27-8-19.8 by establishing minimum standards and disclosure
requirements to be met by viatical settlement providers with respect to:

(1) viatical settlement contracts advertised, solicited, negotiated, or executed in Indiana; and

(2) licensing requirements for viatical settlement providers, brokers, and agents.

(b) Except as otherwise specifically provided, this rule applies to the following:

(1) Every person acting as a viatical settlement agent, broker, and provider as defined in IC 27-8-19.8-4.3, IC 27-8-19.8-4.5,

and IC 27-8-19.8-5, respectively, on or after January 1, 1999.

(2) Every viatical settlement contract advertised, solicited, negotiated, or executed in Indiana on or after January 1, 1999.
(Department of Insurance; 760 IAC 1-61-1; filed Oct 20, 1999, 10:23 a.m.: 23 IR 577; readopted filed Nov 7, 2005, 10:50 a.m.:
29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.:
20171206-IR-760170354RFA)

760 IAC 1-61-2 Definitions
Authority: IC 27-8-19.8-25; IC 27-8-19.8-26
Affected: IC 27-8-19.8-17; IC 27-8-19.8-23

Sec. 2. In addition to the definitions in IC 27-8-19.8, the following definitions apply throughout this rule:
(1) "Affiliate of a specific person" means a person who directly, or indirectly through one (1) or more intermediaries:
(A) controls;
(B) is controlled by; or
(C) is under common control with;
the person specified.
(2) "Catastrophic or life threatening illness or condition" means an illness, disease, or condition that can reasonably be
expected to result in death in thirty-six (36) months or less.
(3) "Commissioner" means the commissioner of the department of insurance.
(4) "Disclosure form" means a document containing the disclosures required by IC 27-8-19.8-23 and this rule.
(5) "Life expectancy" means the mean of the number of months the individual insured under the life insurance policy to be
viaticated can be expected to live as determined by the viatical settlement provider or a third party considering medical records
and appropriate experiential data.
(6) "Net death benefit" means the amount of the life insurance policy or certificate to be viaticated less any outstanding debts
or liens.
(7) "Viatical settlement broker" means a person that represents only the viator and, for a fee, commission, or other valuable
consideration, solicits, offers, or attempts to negotiate a viatical settlement contract between a viator and one (1) or more
viatical settlement providers.
(Department of Insurance; 760 IAC 1-61-2; filed Oct 20, 1999, 10:23 a.m.: 23 IR 577, readopted filed Nov 7, 2005, 10:50 a.m.:
29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.:
20171206-IR-760170354RFA)

Indiana Administrative Code 2020 Edition Page 265



DEPARTMENT OF INSURANCE

760 IAC 1-61-3 Licensure and regulation of viatical settlement agents and brokers
Authority: IC 27-8-19.8-26
Affected: IC 27-8-19.8

Sec. 3. (a) No person may act as a viatical settlement agent or a viatical settlement broker unless the person:

(1) is licensed as a life insurance agent under IC 27-1-15.5; and

(2) has filed with the commissioner a declaration that contains:

(A) a statement the person intends to act as a viatical settlement broker or a viatical settlement agent in Indiana;
(B) alist of the states in which the person is or has ever been licensed to act as, is acting as, or has acted as a viatical
settlement agent or broker and the current status of any such license, including if the license has ever been revoked or
suspended; and
(C) areport describing the nature and status of:
(1) any formal or informal disciplinary or other regulatory action by the federal government or any level of
government in any state; or
(i1) any administrative, civil, or criminal action;
that is pending or has been taken against the applicant with respect to the business of viatical settlements or life
insurance.

(b) A viatical settlement broker is deemed to represent only the viator's interests and shall owe a fiduciary duty to the viator
to act according to the viator's instructions and in the viator's best interests.

(c) A viatical settlement broker may not seek or obtain any compensation from the viator without the written agreement of
the viator obtained before the broker performs any services in connection with the viatical settlement transaction.

(d) A viatical settlement agent is deemed to represent only the viatical settlement provider. A viatical settlement agent may
not seek or obtain any compensation from the viator in connection with the viatical settlement transaction.

(e) In addition to the disclosure requirement set forth in subsection (a), a person who acts as a viatical settlement agent or
broker shall comply with and be subject to all provisions of Indiana insurance law and rules applicable to a life insurance agent as
defined in IC 27-1-15.5-2. (Department of Insurance; 760 IAC 1-61-3; filed Oct 20, 1999, 10:23 a.m.: 23 IR 578, readopted filed
Nov 7, 2005, 10:50 a.m..: 29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA, readopted filed Nov
6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-61-4 Licensure of viatical settlement providers
Authority: IC 27-8-19.8-10
Affected: IC 4-21.5-3;1C 27-8-19.8-5

Sec. 4. (a) No person shall act as a viatical settlement provider unless the person has first obtained a license from the
commissioner.

(b) An application for licensing as a viatical settlement provider must be submitted on an application form that may be
obtained from the department of insurance at 311 West Washington Street, Suite 300, Indianapolis, Indiana 46204. The application
form is adopted by reference.

(c) A licensing fee in the amount of one thousand dollars ($1,000) shall accompany the completed application form.

(d) The application for license as a viatical settlement provider shall furnish all of the applicable information as follows:

(1) The name, address, and organizational structure of the applicant.

(2) Certified copies of the applicant's organization documents, including, but not limited to:

(A) articles of incorporation and any amendments thereto; and
(B) a certificate of incorporation and any amendments thereto.

(3) The identity of all of the following:

(A) Stockholders holding ten percent (10%) or more of the voting securities.
(B) Investors holding a ten percent (10%) or greater interest.

(C) Partners.

(D) Corporate officers.

(E) Trustees.
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(F) If an association, all of the members.

(G) Any affiliates, together with a chart showing the relationship of the applicant to all affiliates. Any affiliate that is

an insurance company licensed in Indiana shall be identified as such.
(4) Biographical affidavits of all of the following:

(A) Officers.

(B) Directors.

(C) Stockholders holding ten percent (10%) or more voting securities.

(D) Investors holding ten percent (10%) or greater interest.

(E) Partners.

(F) Trustees.

(G) Members, if an association.
(5) A list of states in which the viatical settlement provider is licensed on the date of application, a copy of each license, and
a list of the states in which the viatical settlement provider is or has ever engaged in business as a viatical settlement provider.
(6) A list of all licenses from any level of federal government or government of any state applied for by or currently or
previously held by the applicant, its officers, directors, trustees, stockholders holding ten percent (10%) or more of voting
securities, investors holding a ten percent (10%) or greater interest, partners, or members (if an association), and a statement
showing the current status of any such license, including whether it has ever been denied, revoked, or suspended.
(7) A report stating whether any formal or informal regulatory action by any level of government of any state or the federal
government, including the Securities and Exchange Commission, has been taken or is pending against the applicant or its
officers, directors, trustees, stockholders holding ten percent (10%) or more of voting securities, investors holding a ten
percent (10%) or greater interest, partners, or members (if an association), and the status of the action.
(8) A report stating whether any criminal or civil action involving or alleging an offense that includes fraudulent acts or breach
of contract has been taken or is pending against the applicant or its officers, directors, trustees, stockholders holding ten
percent (10%) or more of voting securities, investors holding a ten percent (10%) or greater interest, partners, or members
(if an association), and the status of the action.
(9) A copy of the applicant's most recent financial statement. A financial statement, for purposes of this rule, consists of a
financial statement that is compiled in a manner consistent with generally accepted accounting principles (GAAP) and is
accompanied by either an opinion by an independent accounting firm or a statement by an officer of the applicant, representing
that the financial statement was prepared in a manner consistent with GAAP and accurately reflects the financial condition
of the applicant.
(10) Copies of any documents filed by the applicant with the Securities and Exchange Commission and any state securities
regulator.
(11) A detailed plan of operations for the applicant's business, including, but not limited to, information regarding or
identifying the following items:

(A) Escrow accounts and banks.

(B) Advertising and agents, brokers, or other distribution system to be used.

(C) Marketing techniques to be used.

(D) Market training program.

(E) Entities with whom the applicant will contract for services in connection with the acquisition, pricing, and servicing

of viatical settlement contracts.
(12) Such other information as the commissioner reasonably may require.
(e) A viatical settlement provider must possess net worth in the amount of not less than one hundred fifty thousand dollars

($150,000) to qualify for and maintain its license. For purposes of this subsection, in computing capital, the value of viaticated
policies shall not be included.

(f) A viatical settlement provider may obtain financing for the execution, acquisition, or retention of a viatical settlement

contract only:

(1) through the services of an individual licensed to sell investments in viatical settlement contracts under applicable state
laws; or

(2) from an institutional lender, insurance company, or reinsurer whose sole activity related to the transaction is providing
funds to effect the viatical settlement and who has an agreement in writing with the viatical settlement provider to finance
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viatical settlement contracts.

(g) A viatical settlement provider shall report any material change in the information in the application or renewal form
referred to in this section and section 5 of this rule, including any change of a residential or business address, not later than the
thirtieth day after the date on which the change takes effect.

(h) The application process shall be as follows:

(1) The department of insurance shall have thirty (30) days after receipt of an application to determine whether the application

is complete. If an application is not complete, the department of insurance will give the applicant written notice of the required

information necessary to complete the application. The department shall take no further action on the application until the
required information is submitted.

(2) The department of insurance shall have thirty (30) days from the date the application is determined to be complete under

subdivision (1) to process the application and approve or deny it.

(1) If the commissioner denies an application for a license, the commissioner shall notify the applicant and advise the applicant
in writing of the reasons for the denial of the license. Not later than sixty (60) days after receiving a notice from the commissioner
under this subsection, the applicant may make written demand upon the commissioner for a hearing to determine the reasonableness
of the commissioner's action. Such hearing shall be held within thirty (30) days from the date of receipt of the written demand of
the applicant and shall be conducted in accordance with IC 4-21.5-3. (Department of Insurance; 760 IAC 1-61-4; filed Oct 20, 1999,
10:23 a.m.: 23 IR 578, errata filed Dec 9, 1999, 1:05 p.m.: 23 IR 814, readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896,
readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-
760170354RFA)

760 IAC 1-61-5 Renewal and maintenance of viatical settlement provider license
Authority: IC 27-8-19.8-26
Affected: IC 4-21.5-3; I1C 27-8-19.8-15

Sec. 5. (a) A viatical settlement provider must apply to the department of insurance for a license renewal on or before June
1 of each year, commencing June 1, 2000. A renewal application may be obtained from the department of insurance at the address
listed in section 4(b) of this rule. The renewal application is hereby adopted by reference.

(b) A renewal fee in the amount of five hundred dollars ($500) must accompany the renewal application.

(c) If a complete renewal application and the renewal fee are received by the department of insurance on or before June 1 of
each year, the provider may continue to operate under its current license until the renewal is denied or issued by the department of
insurance.

(d) If a complete renewal application and fee are not received on or before June 1, the license shall terminate automatically
on July 1. A licensee may not act as a viatical settlement provider until the department issues the license renewal.

(e) If a complete renewal application and fee are not received on or before December 31 of the year that a license terminates
pursuant to subsection (d), a viatical settlement provider must submit a new application and application fee pursuant to section 4
of this rule for a viatical settlement provider license.

(f) If the commissioner denies a renewal application for a license, the commissioner shall notify the applicant and advise the
applicant in writing of the reasons for the denial of the renewal of the license. Not later than sixty (60) days after receiving a notice
from the commissioner under this subsection, the applicant may make written demand upon the commissioner for a hearing to
determine the reasonableness of the commissioner's action. Such hearing shall be held within thirty (30) days from the date of receipt
of the written demand of the applicant and shall be conducted in accordance with IC 4-21.5-3.

(g) A viatical settlement provider must renew and maintain a license until either of the following events occurs:

(1) The date the viatical settlement provider properly assigns, sells, or otherwise transfers to another viatical settlement

provider licensed in this state any viatical settlement contracts held by the provider that have not matured.

(2) The date that the last viatical settlement contract has matured.

(h) If the license of a viatical settlement provider who has contracts that have not yet matured is denied, suspended, revoked,
or terminated, the provider shall appoint another viatical settlement provider licensed in Indiana to make all inquiries to the viator,
or the viator's designee, regarding health status of the viator or any other matters. (Department of Insurance; 760 IAC 1-61-5; filed
Oct 20, 1999, 10:23 a.m.: 23 IR 580; errata filed Dec 9, 1999, 1:05 p.m.: 23 IR 814, readopted filed Nov 7, 2005, 10:50 a.m.: 29
IR 896, readoptedfiled Nov 29,2011, 9:14a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-
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IR-760170354RFA)

760 IAC 1-61-6 Requirements for viatical settlement contracts
Authority: IC 27-8-19.8-10; IC 27-8-19.8-26
Affected: IC 27-8-19.8-21;1C 27-8-19.8-24.2

Sec. 6. The following requirements apply to any viatical settlement contract that will be advertised, solicited, negotiated, or
executed in Indiana:
(1) The form of contract or any amendment to it shall not be used until it is filed with and approved by the commissioner.
(2) The contract shall require payment in a lump sum equal to the full amount of the proceeds to a trust or escrow account
in a state or federally chartered financial institution whose deposits are insured by the Federal Deposit Insurance Corporation.
Payment into the escrow account shall be made immediately upon receipt of a signed viatical settlement contract. A trustee
or escrow agent independent of the parties to the viatical settlement contract shall manage the account. The proceeds shall
be paid to the viator by wire transfer to the account of the viator, by certified check, or by cashier's check, in accordance with
the time periods set forth in IC 27-8-19.8-24.2(b).
(3) The contract shall contain the following rescission provisions:
(A) It shall allow unconditional rescission by the viator in accordance with time periods no less favorable than those
set forth in IC 27-8-19.8-21(b)(2).
(B) The rescission provision shall be prominently displayed on the first page of the contract and shall set forth the
method for giving notice of rescission. If notice of rescission is given by mail, it shall be deemed to be given when
deposited in the United States mail, first class postage prepaid.
(C) It shall provide that if the insured dies during the period of time allowed for rescission, the contract will be
automatically rescinded, subject to repayment of all proceeds to the viatical settlement provider.
(4) If a viatical settlement provider enters into a viatical settlement contract that allows the viator to retain an interest in the
policy that is being viaticated, the viatical settlement contract shall contain the following provisions:
(A) A provision that the viatical settlement provider will effect the transfer of the amount of the death benefit only to
the extent or portion of the amount viaticated. The insurance company shall pay benefits in excess of the amount
viaticated directly to the viator's beneficiary.
(B) A provision that the viatical settlement provider will, upon acknowledgment of the completion of the assignment
or transfer of the life insurance policy by its issuing company, either:
(i) advise the viator in writing that the insurance company has confirmed, in writing, the viator's nonviaticated
interest in the policy; or
(i1) send to the viator a copy of the document sent from the insurance company to the viatical settlement provider
that acknowledges the viator's nonviaticated interest in the policy.
(C) A provision that apportions the premiums to be paid by the viatical settlement provider and the viator. The viatical
settlement contract may specify that all premiums shall be paid by the viatical settlement provider. The contract may
also require that the viator reimburse the viatical settlement provider for the premiums attributable to the retained
interest.
(5) With respect to policies containing a provision for double or additional indemnity for accidental death, the contract shall
provide that the additional payment shall remain payable to the beneficiary last named by the viator prior to entering into the
viatical settlement contract, or to such other beneficiary, other than the viatical settlement provider, as the viator may thereafter
designate, or in the absence of a beneficiary, to the estate of the viator.
(Department of Insurance; 760 IAC 1-61-6; filed Oct 20, 1999, 10:23 a.m.: 23 IR 580, readopted filed Nov 7, 2005, 10:50 a.m.:
29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.:
20171206-IR-760170354RFA)

760 IAC 1-61-7 Disclosure forms
Authority: IC 27-8-19.8-26
Affected: IC 27-8-19.8-23; IC 27-8-19.8-24.9
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Sec. 7. The following requirements apply to each disclosure form that will be used in connection with a viatical settlement
contract that is negotiated or executed in Indiana:
(1) The disclosure form shall be provided to the viator prior to the date the viator signs the viatical settlement contract.
(2) The disclosures required by IC 27-8-19.8-23 shall be prominently displayed.
(3) The disclosure required by IC 27-8-19.8-23(7) shall specifically address at least the following rights and benefits if
available under the insurance policy to be viaticated:
(A) Guaranteed insurability options.
(B) Accidental death or accidental death and dismemberment benefits.
(C) Disability income or loss of income protection.
(D) Conversion rights.
(E) Waiver of premium benefits.
(F) Family, spousal, or children's riders or benefits, and any other comparable coverage for a life other than the
insured's.
(4) The disclosure form shall set forth the procedures for contacts with the insured in compliance with IC 27-8-19.8-24.9. The
disclosure form shall contain a statement that contacts for the purposes of determining the health status of the insured must
be made by mail unless the parties agree to another method. If the insured agrees to contact by a method other than mail, the
alternative method or methods of contact must be included in the contract.
(5) The disclosure form shall contain the following or substantially similar language, "All medical, financial, and personal
information solicited or obtained by a viatical settlement agent, broker, or provider about a viator and an insured, including
the identity of the viator and insured and the identity of their family members or significant other, is confidential. The
information shall not be disclosed to any person unless disclosure is:
(A) necessary and the viator and insured have provided written consent to the disclosure;
(B) provided in response to an investigation or examination by the commissioner or other governmental officer or
agency; or
(C) in connection with a transfer of the contract or policy to another licensed viatical settlement provider or to an entity
that provides financing to effect the contract under a written agreement with a licensed viatical settlement provider.".
(6) The disclosure form shall contain the following or substantially similar language: "Your insurance policy provides
financial protection to your beneficiaries. If you sell your policy to a viatical settlement provider, your beneficiaries will no
longer have that protection. Before you sell your policy, you should consider whether that protection is needed. Other financial
options may be available to you. Consult your financial advisor or insurance company for more information.".
(7) The viatical settlement provider must keep a copy of each disclosure statement used in connection with each executed
viatical settlement contract. The provider must retain any disclosure statements and signed affidavits for at least five (5) years
after the death of the insured.
(Department of Insurance; 760 IAC 1-61-7; filed Oct 20, 1999, 10:23 a.m.: 23 IR 581, readopted filed Nov 7, 2005, 10:50 a.m.:
29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.:
20171206-IR-760170354RFA)

760 IAC 1-61-8 Reporting requirements
Authority: 1C 27-8-19.8-26
Affected: IC27-8-19.8-17

Sec. 8. On or before March 1 of each calendar year, each viatical settlement provider licensed in Indiana shall make a report
of all viatical transactions for the previous calendar year where the viator is a resident of Indiana or was a resident of Indiana at the
time the contract was executed and for all states in the aggregate containing the following information:

(1) The following for each viatical settlement contract executed or acquired during the reporting period:

(A) Date of viatical settlement contract.

(B) Life expectancy of the insured at the time of contract, in months.

(C) Face amount of the policy viaticated.

(D) Net death benefit viaticated.

(E) Estimated total premiums to keep the policy in force for life expectancy.
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(F) Net amount paid to viator.
(G) Source of policy:
(i) A-agent;
(i1) B-broker;
(iii) D-direct purchase; or
(iv) SM-secondary market.
(H) Type of coverage:
(1) I-individual; or
(i1) G-group.
(I) Within the contestable or suicide period, or both, at the time of viatical settlement (yes or no).
(J) Primary International Classification of Diseases (ICD) diagnosis code, in numeric format, as defined by the
international classification of diseases, as most recently published by the United States Department of Health and
Human Services.
(K) Type of funding:
(i) I-institutional; or
(i1) P-private.
(L) A copy of the pricing memorandum described in section 9 of this rule. At the time of submission of the pricing
memorandum or any subsequent supporting documentation, the viatical settlement provider may request the
commissioner to withhold that material from public inspection in order to preserve trade secrets in accordance with IC
5-24-3-4 [IC 5-24 was repealed by P.L.257-2019, SECTION 9, effective July 1, 2019.]. Each page covered by such
request shall be clearly marked "confidentiality requested”, and all pages so marked shall be placed in a separate
envelope.
(2) The following for each viatical settlement contract where death has occurred during the reporting period:
(A) Date of viatical settlement contract.
(B) Life expectancy of the insured at the time of contract, in months.
(C) Net death benefit collected.
(D) Total premiums paid to maintain the policy (or indicate WP—waiver of premium or NA—not applicable).
(E) Net amount paid to viator.
(F) Primary International Classification of Diseases (ICD) diagnosis code, in numeric format, as defined by the
international classification of diseases, as most recently published by the United States Department of Health and
Human Services.
(G) Date of death.
(H) Amount of time between the date of contract and the date of death, in months.
(I) Difference between the number of months that passed between the date of the contract and the date of death and the
life expectancy, in months, as determined by the reporting company.
(J) Date policy was issued to viator.
(3) Name and address of each viatical settlement agent and broker through whom the reporting company purchased a policy
from a viator who resided in Indiana at the time of the contract.
(4) Number of policies reviewed and rejected.
(5) Number of policies purchased in the secondary market as a percentage of total policies purchased.
(Department of Insurance; 760 IAC 1-61-8; filed Oct 20, 1999, 10:23 a.m.: 23 IR 582, readopted filed Nov 7, 2005, 10:50 a.m.:
29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.:
20171206-IR-760170354RFA)

760 IAC 1-61-9 Standards for evaluation of reasonable payments
Authority: 1C 27-8-19.8-25; IC 27-8-19.8-26
Affected: IC 27-8-19.8-25

Sec. 9. (a) A viatical settlement provider shall not enter into a viatical settlement that provides a payment to the viator that
is unreasonable or unjust. In determining whether a payment is unreasonable or unjust, the commissioner may consider relevant
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factors, including any of the following:

(1) The life expectancy of the viator.

(2) The applicable rating by a rating service generally recognized in the insurance industry, regulators, and consumer groups

of the insurance company that issued the viaticated policy.

(3) The prevailing discount rates in the viatical settlement market in this state, or, if insufficient data is available for Indiana,

the prevailing rates nationally or in other states that maintain this data.

(b) A viatical settlement provider shall prepare and maintain a pricing memorandum providing a description of the method
and assumptions used in determining the value to be paid to viators. The memorandum shall include a description, which may use
reasonable ranges, of the following:

(1) The procedure used to determine the insured's life expectancy, including medical, evaluation, and use of health care

professionals in such evaluation.

(2) The portion of the discount (difference between the death benefit of the viaticated policy or certificate and the proceeds

paid by the viatical settlement provider to the viator) due to market value interest rate (current value of money) and how this

interest rate is determined.

(3) The portion of the discount due to agent or broker compensation paid by the viatical settlement provider.

(4) The portion of the discount that is the viatical settlement provider's operating costs in connection with viatical settlement

contracts, including acquisition and maintenance cost and risk charge.

(5) The portion of the discount due to other overhead costs and profit margin.

(6) The effect, if any, that policy loans, surrender charges, and the net cash surrender value in the insurance plan have on the

pricing determination.

(7) How provision is made in the settlement determination for future insurance policy premiums, dividends, or excess

amounts, if any.

(8) What provisions, if any, are made in the settlement determination for supplemental insurance benefits or riders.
(Department of Insurance; 760 IAC 1-61-9; filed Oct 20, 1999, 10:23 a.m.: 23 IR 582; errata filed Dec 9, 1999, 1:05 p.m.: 23 IR
814, readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA;
readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-61-10 Miscellaneous
Authority: IC 27-8-19.8-26
Affected: IC 27-8-19.8

Sec. 10. (a) A viatical settlement provider, agent, or broker shall not discriminate:

(1) in the solicitation or making of viatical settlements on the basis of race, age, sex, national origin, creed, religion,

occupation, marital or family status, or sexual orientation; or

(2) between viators with dependents and without dependents.

(b) A viatical settlement provider, agent, or broker shall not pay or offer to pay any finder's fee, commission, or other
compensation to any insured's physician, or to an attorney, accountant, or other person providing medical, legal, financial planning,
or social services to the viator, or to any other person acting as an agent of the viator with respect to the viatical settlement.

(c) A viatical settlement provider shall not act also as a viatical settlement broker in the same viatical settlement, whether
entitled to collect a fee, commission, or other compensation in the transaction.

(d) A viatical settlement provider shall not knowingly solicit investors who have treated or have been asked to treat the illness,
disease, or condition of the insured whose coverage would be the subject of the investment.

(e) A viatical settlement agent, broker, or provider shall not disclose patient identifying information to any person, except in
either of the following cases:

(1) With the written consent of the viator and insured obtained prior to the disclosure of the information. The written consent

must refer to the particular disclosure to be made and must be retained by the agent, broker, or provider for at least five (5)

years after receipt.

(2) In response to a subpoena provided that the viatical settlement agent, broker, or provider shall notify the viator and the

insured of the existence of the subpoena in writing at the viator's and the insured's last known addresses within five (5)

business days after receiving notice of the subpoena.
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(f) The following standards shall apply to any advertising regarding viatical settlement contracts:

(1) Advertising related to the viatical settlement shall be truthful and not misleading by fact or implication.

(2) If the advertiser emphasizes the speed with which the viatication will occur, the advertising must disclose the average time

frame from completed application to the date of offer and from acceptance of the offer to receipt of the funds by the viator.

(3) If the advertising emphasizes the dollar amounts available to viators, the advertising shall disclose the average purchase

price as a percent of face value obtained by viators contracting with the advertiser during the previous six (6) months.
(Department of Insurance; 760 IAC 1-61-10; filed Oct 20, 1999, 10:23 a.m.: 23 IR 583, readopted filed Nov 7, 2005, 10:50 a.m.:
29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.:
20171206-IR-760170354RFA)

760 IAC 1-61-11 Insurance company practices
Authority: IC 27-8-19.8-26
Affected: IC 27-8-19.8

Sec. 11. (a) Life insurance companies authorized to do business in Indiana shall respond to a request for verification of
coverage from a viatical settlement provider, agent, or broker within thirty (30) calendar days of the date a request is received,
subject to the following conditions:

(1) A current authorization consistent with applicable law, signed by the policy owner or certificate holder, accompanies the

request.

(2) In the case of an individual policy, submission of a form substantially similar to the standardized viatical settlement

verification of coverage for individual policies set forth in section 12(a) of this rule, which has been completed by the viatical

settlement provider, broker, or agent.

(3) In the case of group insurance coverage, submission of a form substantially similar to the standardized viatical settlement

verification of coverage for group policies set forth in section 12(b) of this rule, which has been completed by the following:

(A) The viatical settlement provider, broker, or agent.
(B) The group policyholder, to the extent the information is available to the policyholder.

(b) A life insurance company and a viatical settlement provider, broker, or agent may use a verification of coverage form
different from the form set forth in section 12(a) or 12(b) of this rule if the alternative form has been mutually agreed upon in writing
prior to the submission of the request for verification of coverage.

(c) A life insurance company may not charge a fee for responding to a request for verification of coverage from a viatical
settlement provider, broker, or agent in compliance with this section in excess of any usual and customary charges to policyholders,
certificate holders, or insureds for similar services.

(d) A life insurance company may send an acknowledgment of receipt of a request for verification of coverage to the
policyholder or certificate holder and, where the policyholder or certificate holder is other than the insured, to the insured. The
acknowledgment may contain a general description of any accelerated death benefit that is available under a provision of or rider
to the life insurance contract. (Department of Insurance; 760 IAC 1-61-11; filed Oct 20, 1999, 10:23 a.m.: 23 IR 583, errata filed
Dec 9, 1999, 1:05 p.m.: 23 IR 814; readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m..
20111228-1IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-61-12 Insurance coverage verification forms
Authority: 1C 27-8-19.8-26
Affected: IC27-8-19.8

Sec. 12. (a) The form for standardized viatical settlement verification of coverage for individual policies is as follows:
VERIFICATION OF COVERAGE FOR INDIVIDUAL POLICIES

Section One:

(To be Completed by the Viatical Settlement Provider, Broker, or Agent)

Insurance Company: Name of Policyowner:

Policy Number: Owner's Social Security Number:
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Name of Insured: Policyowner's Address:

Street
Insured's date of birth:

City/State

Please provide the information requested in Section Two (below) with regard to the policy identified above and in
accordance with the attached authorization.

In addition, please provide the forms checked below which are available from your company to complete a viatical
settlement transaction:

Absolute Assignment/Change of Ownership/Viatical Assignment Form
Change of Beneficiary

Release of Irrevocable Beneficiary (if applicable)

Waiver of Premium Claim Form

Disability Waiver of Premium Approval Letter

ooooao

Date Signature of a representative of Viatical
Settlement Provider, Broker, or Agent

Full name and address of Viatical Settlement Provider, Broker, or Agent

Section Two:
(To be Completed by the Life Insurance Company)
1) Face amount of policy: $
2) Original date of issue: / / (Month/Date/Year)
3) Was face amount increased after original issue date?

U no O yes

a) If yes, when: / / (Month/Date/Year)
4) Type of Policy:__ (Term/Whole Life/Universal Life/Variable Life)
5) Is policy participating? (1 no O yes

a) If yes, what is current dividend election?

6) Current net death benefit: (Enter full amount payable, including any additional insurance and/or dividends accumulated
at interest, minus policy loans, outstanding interest on policy loans, and/or accelerated death benefits paid)
7)  a) Current cash value: $ (Enter full amount, including cash value of any additional insurance and/or dividends

accumulated at interest, minus policy loans and outstanding interest on policy loans)
b) Currently surrender value: $
8) Terms of policy loans:
a) Amount of policy loans: $
b) Amount of outstanding interest on policy loan: §
¢) Current interest rate:
9) Has policy lapsed? [ no I yes
a) If yes, when did policy lapse? / /
If policy has lapsed, is coverage continued under nonforfeiture option? [ no O yes
If yes, indicate which option, amount of coverage, duration, etc.:
10) Is policy in force? O no O yes
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a) If yes, has policy ever been reinstated? O no [ yes
If yes, date of reinstatement: / /
11) Amount of contract/scheduled premiums: $
12) Current premium mode: (Monthly, Semiannually, etc.)
d) When is next premium due? / / (Month/Day/Year)
13) Does the policy include a Disability Premium Waiver provision/rider? [0 no O yes
a) If yes, are premiums currently being waived?

O no O yes

b) If yes, since when? / /

c) How often is continued eligibility reviewed?
d) When is next review? / /

14) Can payment of all or part of the death benefit be accelerated under this policy? O no I yes
a) If yes, by what method is the benefit calculated, the lien method or the discount method?
b) If lien method, what is the interest rate?
¢) Can any remaining death benefit be assigned?
O no O yes
15) Has a claim for Accelerated Death Benefit been submitted? O no O yes
a) If yes, was payment made under this provision?
U no O yes
Amount paid: Date paid:
16) Do current records show any assignments of record? O no O yes
17) Do current records show any outstanding liens or encumbrances of record? [J no O yes
18) Please identify current primary beneficiaries:
e¢) Are they named irrevocably, or is owner otherwise limited in designation of new beneficiaries? (I no O yes
19) Have any riders been added to this policy after issue? O no O yes
If yes, please identify:
20) If an ownership or beneficiary change or assignment were to be made on this policy, to whom would the
completed forms be sent?

Name: Title:

Company Name: Department:

Address (No P.O. Box, please):

City: ST: ZIP:

Telephone Number: Fax Number:

The answers provided reflect information contained in the company's records as of: (date)
Signature: Name (Printed):

Title:

Company:

Direct Telephone Number:

Direct Fax Number:
(b) The form for standardized viatical settlement verification of coverage for group policies is as follows:
VERIFICATION OF GROUP LIFE INSURANCE BENEFITS

Section One:
(To be Completed by the Viatical Settlement Provider, Broker, or Agent)

Insurance Company Name of Employee/Member

Employer/Policyholder Name Insured's Date of Birth
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Policy Number Insured's Social Security Number

Certificate Number Employee/Membership Number

Please provide the information requested in Section Two or Section Three, as appropriate, with regard to the
individual and coverage described, in accordance with the attached authorization.

In addition, please provide the forms checked below which are available from your company to complete a viatical
settlement transaction:

Absolute Assignment
Change of Beneficiary (irrevocable if applicable)
Disability Waiver of premium claim or

Ooonoao

Disability Waiver of premium award letter

Date Signature of a representative of Viatical Settlement Provider, Broker, or
Agent

Full name and address of Viatical Settlement Provider, Broker, or Agent

Section Two:

(To be Completed by the Employer/Group Policyholder)

1) BASIC COVERAGE
a) Is the plan self-insured or is coverage provided under a group policy issued by a life insurance company?
If by a group policy, please provide the name of the insurance company for BASIC life insurance coverage:

b) Effective date of BASIC life insurance coverage:
¢) Face amount of BASIC life insurance:
d) Does BASIC life insurance coverage plan have contestable provisions? [ no O yes
e) Is BASIC life insurance coverage subject to a suicide provision? [J no [ yes
f) Monthly premium paid by employer/group policyholder for BASIC life insurance coverage: $
g) Monthly premium paid by employee/insured for BASIC life insurance coverage: $
h) Is BASIC life insurance coverage [ Term [0 Universal Life?
I) If Universal Life, please indicate cash value, if any:
Is this amount payable in addition to the face amount? O no O yes
i) Is coverage in force? O no O yes
j) When is next premium due?
k) Has employee's coverage under this plan ever been reinstated? [J no I yes
I) If yes, date of reinstatement:
2) SUPPLEMENTAL (OPTIONAL) COVERAGE
a) Insurance Company for SUPPLEMENTAL life insurance coverage:
b) Effective date of SUPPLEMENTAL life insurance coverage:
¢) Face amount of SUPPLEMENTAL life insurance:
d) Does SUPPLEMENTAL life insurance coverage plan have contestable provisions? O no O yes
e) Is SUPPLEMENTAL life insurance coverage subject to a suicide provision? O no O yes
f) Monthly premium paid by employer/group policyholder for SUPPLEMENTAL life insurance: $
g) Monthly premium paid by employee/insured for SUPPLEMENTAL life insurance: $
h) Is SUPPLEMENTAL life insurance coverage [J Term [0 Universal Life?
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I) If Universal Life, please indicate cash value, if any:
Is this amount payable in addition to the face amount? O no O yes
i) Is coverage in force? O no O yes
j) When is next premium due?
I) Has employee's coverage under this policy ever been reinstated? [J no O yes
k) If yes, date of reinstatement:
3) DISABILITY WAIVER OF PREMIUM
a) Does plan provide for waiver of premium in the event of employee/insured's disability?
BASIC: O no O yes What is the waiting period?
SUPPLEMENTAL: O no O yes What is the waiting period?
b) Are premiums currently being waived under disability premium waiver?
BASIC: O no O yes
SUPPLEMENTAL: O no [ yes
¢) Who pays premiums under disability premium waiver?
BASIC: O Insurance carrier 0 Employer
SUPPLEMENTAL: O Insurance carrier 1 Employer
d) What was the date of approval?
e) Next review date?
f) If the insured is no longer eligible for waiver, what amount of coverage can be converted to an individual policy? §
I) Will a new suicide/contestability clause be in effect for the converted policy? O no I yes
IT) Will assignee be notified if insured is no longer eligible for waiver? [ no I yes
4) BENEFICIARIES, ASSIGNMENTS, AND LIMITATIONS
a) Who are the primary beneficiaries of the coverage(s)?
BASIC:
SUPPLEMENTAL:
b) Is any beneficiary under this policy designated irrevocably, or is insured otherwise limited in designation of new
beneficiaries? (1 no O yes
¢) Can this coverage be assigned?
BASIC: O no O yes
If yes, to a corporation? [ no [J yes
To someone not related to insured? O no O yes
SUPPLEMENTAL: O no [ yes
If yes, to a corporation? O no [ yes
To someone not related to insured? [ no O yes
d) Do records show any assignments of record?
U no O yes
e) Do records show any outstanding liens or encumbrances of record? [J no O yes
f) Will an Assignee be notified if the master policy is canceled? [I no I yes
g) Can Assignee convert the coverage without the permission of insured? O no [ yes
5) ACCELERATED DEATH BENEFITS
a) Is there an Accelerated Death Benefit available under the coverage?
BASIC: O no O yes
SUPPLEMENTAL: O no O yes
b) Has request for Accelerated Death Benefit been made? OJ no O yes
¢) Has payment been made to insured under this provision? O no O yes

I) Amount paid: Date paid:
1) Is this amount a lien against death proceeds?
U no O yes

Interest rate

Indiana Administrative Code 2020 Edition Page 277



DEPARTMENT OF INSURANCE

IIT) Can the remaining death benefit be assigned?
O no O yes
6) MISCELLANEOUS
a) Is coverage portable?
BASIC: O no O yes
SUPPLEMENTAL: O no O yes
b) If insured is no longer eligible for coverage under the group, will Assignee be notified? [ no O yes
¢) If master policy discontinues, what amount can be converted to an individual policy?
d) Is this plan administered by a third party? [ no OJ yes
If yes, please provide the name, address, and telephone number of administrator:

Name: Title:
Company Name: Department:
Street Address (No P.O. Box, please):

City: State: Zip:
Telephone Number: Fax:

If a change of beneficiary form or assignment were to be made for this coverage, to whom should the completed forms be sent?
Name: Title:

Company Name: Department:

Street Address (No P.O. Box, please):

City: State: Zip:

Telephone Number: Fax:

The answers provided reflect information in our files as of  (date).
Signature: Name:

Date: Title:

Company:

Direct Telephone Number:
Direct Fax Number:
Information not provided by the employer may be obtained from the insurance company if different from administrator identified
above:

Name: Title:
Company Name: Department:
Address (No P.O. Box, please):

City: State: Zip:
Telephone Number: Fax:

Section Three:
The insurance company or the third party administrator named above is requested to complete the information not provided by the
employer in Section Two, above, Items number:

The answers provided to the identified questions reflect information in the files of the insurance company as of _ (date).
Signature: Name:

Date: Title:

Company:

Telephone Number:

Fax Number:

(Department of Insurance; 760 IAC 1-61-12; filed Oct 20, 1999, 10:23 a.m.: 23 IR 584, readopted filed Nov 7, 2005, 10:50 a.m.:
29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.:
20171206-IR-760170354RFA)
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Rule 62. Life Insurance Illustrations

760 IAC 1-62-1 Applicability and scope
Authority: 1C 27-1-3-7
Affected: IC 27-1-12-25;1C 27-4-1-4

Sec. 1. This rule applies to all group and individual life insurance policies and certificates, except any of the following:

(1) Variable life insurance.

(2) Individual and group annuity contracts.

(3) Credit life insurance.

(4) Life insurance policies with no illustrated death benefits on any individual exceeding ten thousand dollars ($10,000).
(Department of Insurance; 760 [AC 1-62-1, filed Sep 27, 1999, 9:00 a.m.: 23 IR 335, eff Jan 1, 2000, readopted filed Sep 25, 2006,
3:23 p.m.: 20061004-IR-760060200RFA; readopted filed Nov 21, 2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed
Nov 13,2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 TAC 1-62-2 Definitions
Authority: IC 27-1-3-7
Affected: IC 27-1-12-25;IC 27-4-1-4

Sec. 2. The following definitions apply throughout this rule:
(1) "Actuarial standards board" means the board established by the American Academy of Actuaries to develop and
promulgate standards of actuarial practice.
(2) "Commissioner" means the commissioner of the Indiana department of insurance.
(3) "Contract premium" means the gross premium that is required to be paid under a fixed premium policy, including the
premium for a rider for which benefits are shown in the illustration.
(4) "Currently payable scale" means a scale of nonguaranteed elements in effect for a policy form as of the preparation date
of the illustration or declared to become effective within the next ninety-five (95) days.
(5) "Disciplined current scale" means a scale of nonguaranteed elements constituting a limit on illustrations currently being
illustrated by an insurer that is reasonably based on actual recent historical experience, as certified annually by an illustration
actuary designated by the insurer. Further guidance in determining the disciplined current scale as contained in standards
established by the actuarial standards board may be relied upon if the standards:
(A) are consistent with all provisions of this rule;
(B) limit a disciplined current scale to reflect only actions that have already been taken or events that have already
occurred;
(C) do not permit a disciplined current scale to include any projected trends of improvements in experience or any
assumed improvements in experience beyond the illustration date; and
(D) do not permit assumed expenses to be less than minimum assumed expenses.
(6) "Generic name" means a short title descriptive of the policy being illustrated, such as "whole life", "term life", or "flexible
premium adjustable life".
(7) "Guaranteed elements" means the premiums, benefits, values, credits, or charges under a policy of life insurance that are
guaranteed and determined at issue.
(8) "INlustrated scale" means a scale of nonguaranteed elements currently being illustrated that is not more favorable to the
policy owner than the lesser of:
(A) the disciplined current scale; or
(B) the currently payable scale.
(9) "Illustration" means a presentation or depiction that includes nonguaranteed elements of a policy of life insurance over
a period of years and that is one (1) of the following three (3) types:
(A) "Basic illustration" means a ledger or proposal used in the sale of a life insurance policy that shows both guaranteed
and nonguaranteed elements.
(B) "Supplemental illustration" means an illustration furnished in addition to a basic illustration that meets the
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applicable requirements of this rule, and that may be presented in a format differing from the basic illustration, but may
only depict a scale of nonguaranteed elements that is permitted in a basic illustration.
(C) "In force illustration" means an illustration furnished at any time after the policy that it depicts has been in force
for one (1) year or more.
(10) "Ilustration actuary" means an actuary meeting the requirements of section 9 of this rule who certifies to illustrations
based on the standard of practice promulgated by the Actuarial Standards Board.
(11) "Lapse-supported illustration" means an illustration of a policy form failing the test of self-supporting as defined in
subdivision (17), under a modified persistency rate assumption using persistency rates underlying the disciplined current scale
for the first five (5) years and one hundred percent (100%) policy persistency thereafter.
(12) "Minimum assumed expenses" means the minimum expenses that may be used in the calculation of the disciplined
current scale for a policy form. The insurer may choose to designate each year the method of determining assumed expenses
for all policy forms from the following:
(A) Fully allocated expenses.
(B) Marginal expenses.
(C) A generally recognized expense table based on fully allocated expenses representing a significant portion of
insurance companies and approved by the commissioner.
Marginal expenses may be used only if greater than a generally recognized expense table. If no generally recognized expense
table is approved, fully allocated expenses must be used.
(13) "Nonguaranteed elements" means the premiums, benefits, values, credits, or charges under a policy of life insurance that
are not guaranteed or not determined at issue.
(14) "Nonterm group life" means a group policy or individual policies of life insurance issued to members of an employer
group or other permitted group where:
(A) every plan of coverage was selected by the employer or other group representative;
(B) some portion of the premium is paid by the group or through payroll deduction; and
(C) group underwriting or simplified underwriting is used.
(15) "Policy owner" means the owner named in the policy or the certificate holder in the case of a group policy.
(16) "Premium outlay" means the amount of premium assumed to be paid by the policy owner or other premium payer out-of-
pocket.
(17) "Self-supporting illustration" means an illustration of a policy form for which it can be demonstrated that, when using
experience assumptions underlying the disciplined current scale, for all illustrated points in time on or after the fifteenth policy
anniversary or the twentieth policy anniversary for second-or-later-to-die policies (or upon policy expiration if sooner), the
accumulated value of all policy cash flows equals or exceeds the total policy owner value available. For this purpose, policy
owner value will include cash surrender values and any other illustrated benefit amounts available at the policy owner's
election.
(Department of Insurance; 760 IAC 1-62-2; filed Sep 27, 1999, 9:00 a.m.: 23 IR 336, eff Jan 1, 2000, readopted filed Sep 25, 2006,
3:23 p.m.: 20061004-IR-760060200RFA; readopted filed Nov 21,2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed
Nov 13,2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-62-3 Policies to be illustrated
Authority: IC 27-1-3-7
Affected: IC 27-1-12-25;1C 27-4-1-4

Sec. 3. (a) Each insurer marketing policies to which this rule is applicable shall notify the commissioner whether a policy form
is to be marketed with or without an illustration. For all policy forms being actively marketed on the effective date of this rule, the
insurer shall identify in writing those forms and whether or not an illustration will be used with them. For policy forms filed after
the effective date of this rule, the identification shall be made at the time of filing. Any previous identification may be changed by
notice to the commissioner.

(b) If the insurer identifies a policy form as one to be marketed without an illustration, any use of an illustration for any policy
using that form prior to the first policy anniversary is prohibited.

(c) If a policy form is identified by the insurer as one to be marketed with an illustration, a basic illustration prepared and
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delivered in accordance with this rule is required, except that a basic illustration need not be provided to individual members of a
group or to individuals insured under multiple lives coverage issued to a single applicant unless the coverage is marketed to these
individuals. The illustration furnished an applicant for a group life insurance policy or policies issued to a single applicant on
multiple lives may be either an individual or composite illustration representative of the coverage on the lives of members of the
group or the multiple lives covered.

(d) Potential enrollees of nonterm group life subject to this rule shall be furnished a quotation with the enrollment materials.
The quotation shall show potential policy values for sample ages and policy years on a guaranteed and nonguaranteed basis
appropriate to the group and the coverage. This quotation shall not be considered an illustration for purposes of this rule, but all
information provided shall be consistent with the illustrated scale. A basic illustration shall be provided at delivery of the certificate
to enrollees for nonterm group life who enroll for more than the minimum premium necessary to provide pure death benefit
protection. In addition, the insurer shall make a basic illustration available to any nonterm group life enrollee who requests it.
(Department of Insurance; 760 IAC 1-62-3; filed Sep 27, 1999, 9:00 a.m.: 23 IR 337, eff Jan 1, 2000; readopted filed Sep 25, 2006,
3:23 p.m.: 20061004-IR-760060200RFA; readopted filed Nov 21, 2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed
Nov 13,2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-62-4 General rules and prohibitions
Authority: 1C 27-1-3-7
Affected: IC 27-1-12-25; IC 27-4-1-4

Sec. 4. (a) An illustration used in the sale of a life insurance policy shall satisfy the applicable requirements of this rule, be
clearly labeled "life insurance illustration", and contain the following basic information:

(1) Name of insurer.

(2) Name and business address of producer or insurer's authorized representative, if any.

(3) Name, age, and sex of proposed insured, except where a composite illustration is permitted under this rule.

(4) Underwriting or rating classification upon which the illustration is based.

(5) Generic name of policy, the company product name, if different, and form number.

(6) Initial death benefit.

(7) Dividend option election or application of nonguaranteed elements, if applicable.

(b) When using an illustration in the sale of a life insurance policy, an insurer or its producers or other authorized
representatives shall not do any of the following:

(1) Represent the policy as anything other than a life insurance policy.

(2) Use or describe nonguaranteed elements in a manner that is misleading or has the capacity or tendency to mislead.

(3) State or imply that the payment or amount of nonguaranteed elements is guaranteed.

(4) Use an illustration that does not comply with the requirements of this rule.

(5) Use an illustration that at any policy duration depicts policy performance more favorable to the policy owner than that

produced by the illustrated scale of the insurer whose policy is being illustrated.

(6) Provide an applicant with an incomplete illustration.

(7) Represent in any way that premium payments will not be required for each year of the policy in order to maintain the

illustrated death benefits unless that is the fact.

(8) Use the term "vanish" or "vanishing premium" or a similar term that implies the policy becomes paid up to describe a plan

for using nonguaranteed elements to pay a portion of future premiums.

(9) Except for policies that can never develop nonforfeiture values, use an illustration that is lapse-supported.

(10) Use an illustration that is not self-supporting.

(c) If an interest rate used to determine the illustrated nonguaranteed elements is shown, it shall not be greater than the earned
interest rate underlying the disciplined current scale. (Department of Insurance; 760 IAC 1-62-4; filed Sep 27, 1999, 9:00 a.m.. 23
IR 337, eff Jan 1, 2000, readopted filed Sep 25, 2006, 3:23 p.m.: 20061004-IR-760060200RF A, readopted filed Nov 21, 2012, 4:15
p-m.: 20121219-IR-760120454RFA; readopted filed Nov 13, 2018, 10:02 a.m.: 20181212-IR-760180372RFA)
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760 IAC 1-62-5 Basic illustrations
Authority: IC 27-1-3-7
Affected: IC 27-1-12-25;1IC 27-4-1-4

Sec. 5. (a) A basic illustration shall conform with the following requirements:
(1) The illustration shall be labeled with the date on which it was prepared.
(2) Each page, including any explanatory notes or pages, shall be numbered and show its relationship to the total number of
pages in the illustration, for example, the fourth page of a seven (7) page illustration shall be labeled "page 4 of 7 pages".
(3) The assumed dates of payment receipt and benefit pay-out within a policy year shall be clearly identified.
(4) If the age of the proposed insured is shown as a component of the tabular detail, it shall be issue age plus the numbers of
years the policy is assumed to have been in force.
(5) The assumed payments on which the illustrated benefits and values are based shall be identified as premium outlay or
contract premium as applicable. For policies that do not require a specific contract premium, the illustrated payments shall
be identified as premium outlay.
(6) Guaranteed death benefits and values available upon surrender, if any, for the illustrated premium outlay or contract
premium shall be shown and clearly labeled guaranteed.
(7) If the illustration shows any nonguaranteed elements, they cannot be based on a scale more favorable to the policy owner
than the insurer's illustrated scale at any duration. These elements shall be clearly labeled nonguaranteed.
(8) The guaranteed elements, if any, shall be shown before corresponding nonguaranteed elements and shall be specifically
referred to on any page of an illustration that shows or describes only the nonguaranteed elements, for example, "see page
one for guaranteed elements".
(9) The account or accumulation value of a policy, if shown, shall be identified by the name this value is given in the policy
being illustrated and shown in close proximity to the corresponding value available upon surrender.
(10) The value available upon surrender shall be identified by the name this value is given in the policy being illustrated and
shall be the amount available to the policy owner in a lump sum after deduction of surrender charges, policy loans, and policy
loan interest as applicable.
(11) Tllustrations may show policy benefits and values in graphic or chart form in addition to the tabular form.
(12) Any illustration of nonguaranteed elements shall be accompanied by a statement indicating the following:

(A) The benefits and values are not guaranteed.

(B) The assumptions on which they are based are subject to change by the insurer.

(C) Actual results may be more or less favorable.
(13) If the illustration shows that the premium payer may have the option to allow policy charges to be paid using
nonguaranteed values, the illustration must clearly disclose that a charge continues to be required and that, depending on
actual results, the premium payer may need to continue or resume premium outlays. Similar disclosure shall be made for
premium outlay of lesser amounts or shorter durations than the contract premium. If a contract premium is due, the premium
outlay display shall not be left blank or show zero (0) unless accompanied by an asterisk or similar mark to draw attention
to the fact that the policy is not paid up.
(14) If the applicant plans to use dividends or policy values, guaranteed or nonguaranteed, to pay all or a portion of the
contract premium or policy charges, or for any other purpose, the illustration may reflect those plans and the impact on future
policy benefits and values.
(b) The narrative summary of a basic illustration shall include the following:
(1) A brief description of the policy being illustrated, including a statement that it is a life insurance policy.
(2) A Dbrief description of the premium outlay or contract premium, as applicable, for the policy. For a policy that does not
require payment of a specific contract premium, the illustration shall show the premium outlay that must be paid to guarantee
coverage for the term of the contract, subject to maximum premiums allowable to qualify as a life insurance policy under the
applicable provisions of the Internal Revenue Code.
(3) A brief description of any policy features, riders, or options, guaranteed or nonguaranteed, shown in the basic illustration
and the impact they may have on the benefits and values of the policy.
(4) Identification and a brief definition of column headings and key terms used in the illustration.
(5) A statement containing, in substance, the following: "This illustration assumes that the currently illustrated nonguaranteed
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elements will continue unchanged for all years shown. This is not likely to occur, and actual results may be more or less
favorable than those shown.".
(c) Numeric summary information shall include the following:
(1) Following the narrative summary, a basic illustration shall include a numeric summary of the death benefits and values
and the premium outlay and contract premium as applicable. For a policy that provides for a contract premium, the guaranteed
death benefits and values shall be based on the contract premium. This summary shall be shown for at least policy years five
(5), ten (10), and twenty (20) and at age seventy (70), if applicable, on the three (3) bases as follows:
(A) Policy guarantees.
(B) Insurer's illustrated scale.
(C) Insurer's illustrated scale used, but with the nonguaranteed elements reduced as follows:
(1) Dividends at fifty percent (50%) of the dividends contained in the illustrated scale used.
(i1) Nonguaranteed credited interest at rates that are the average of the guaranteed rates and the rates contained
in the illustrated scale used.
(iii) All nonguaranteed charges, including, but not limited to, term insurance charges, mortality, and expense
charges, at rates that are the average of the guaranteed rates and the rates contained in the illustrated scale used.
For multiple life policies the summary shall show policy years five (5), ten (10), twenty (20), and thirty (30).
(2) In addition, if coverage would cease prior to policy maturity or age one hundred (100), the year in which coverage ceases
shall be identified for each of the three (3) bases.
(d) Statements substantially similar to the following shall be included on the same page as the numeric summary and signed
by the applicant, or the policy owner in the case of an illustration provided at time of delivery, as required in this rule:
(1) A statement to be signed and dated by the applicant or policy owner reading, "I have received a copy of this illustration
and understand that any nonguaranteed elements illustrated are subject to change and could be either higher or lower. The
agent has told me they are not guaranteed.".
(2) A statement to be signed and dated by the insurance producer or other authorized representative of the insurer reading,
"I certify that this illustration has been presented to the applicant and that I have explained that any nonguaranteed elements
illustrated are subject to change. I have made no statements that are inconsistent with the illustration.".
(e) Requirements for tabular detail are as follows:
(1) A basic illustration shall include the following for at least each policy year from one (1) to ten (10) and for every fifth
policy year thereafter ending at age one hundred (100), policy maturity or final expiration, and, except for term insurance
beyond the twentieth year, for any year in which the premium outlay and contract premium, if applicable, is to change:
(A) The premium outlay and mode the applicant plans to pay and the contract premium as applicable.
(B) The corresponding guaranteed death benefit as provided in the policy.
(C) The corresponding guaranteed value available upon surrender as provided in the policy.
(2) For a policy that provides for a contract premium, the guaranteed death benefit and value available upon surrender shall
correspond to the contract premium.
(3) Nonguaranteed elements may be shown if described in the contract. In the case of an illustration for a policy on which
the insurer intends to credit terminal dividends, they may be shown if the insurer's current practice is to pay terminal
dividends. If any nonguaranteed elements are shown, they must be shown at the same duration as the corresponding
guaranteed elements, if any. If no guaranteed benefit or value is available at any duration for which a nonguaranteed benefit
or value is shown, a zero (0) shall be displayed in the guaranteed column.
(Department of Insurance; 760 [AC 1-62-5; filed Sep 27, 1999, 9:00 a.m.: 23 IR 338, eff Jan 1, 2000, readopted filed Sep 25, 2006,
3:23 p.m.: 20061004-1R-760060200RFA; readopted filed Nov 21,2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed
Nov 13,2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-62-6 Supplemental illustrations
Authority: IC 27-1-3-7
Affected: IC 27-1-12-25;1C 27-4-1-4

Sec. 6. (a) A supplemental illustration may be provided so long as the following requirements are met:
(1) It is appended to, accompanied by, or preceded by a basic illustration that complies with this rule.
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(2) The nonguaranteed elements shown are not more favorable to the policy owner than the corresponding elements based

on the scale used in the basic illustration.

(3) It contains the same statement required of a basic illustration that nonguaranteed elements are not guaranteed.

(4) For a policy that has a contract premium, the contract premium underlying the supplemental illustration is equal to the

contract premium shown in the basic illustration. For policies that do not require a contract premium, the premium outlay

underlying the supplemental illustration shall be equal to the premium outlay shown in the basic illustration.

(b) The supplemental illustration shall include a notice referring to the basic illustration for guaranteed elements and other
important information. (Department of Insurance; 760 IAC 1-62-6, filed Sep 27, 1999, 9:00 a.m.: 23 IR 339, eff Jan 1, 2000;
readopted filed Sep 25, 2006, 3:23 p.m.: 20061004-IR-760060200RFA; readopted filed Nov 21, 2012, 4:15 p.m.: 20121219-IR-
760120454RFA; readopted filed Nov 13, 2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-62-7 Delivery of illustration and record retention
Authority: 1C 27-1-3-7
Affected: IC 27-1-12-25;1C 27-4-1-4

Sec. 7. (a) If a basic illustration is used by an insurance producer or other authorized representative of the insurer in the sale
of a life insurance policy and the policy is applied for as illustrated, a copy of that illustration, signed in accordance with this rule,
shall be submitted to the insurer at the time of policy application. A copy also shall be provided to the applicant. If the policy is
issued other than as applied for, a revised basic illustration conforming to the policy as issued shall be sent with the policy. The
revised illustration shall:

(1) conform to the requirements of this rule;

(2) be labeled "Revised Illustration"; and

(3) be signed and dated by the applicant or policy owner and producer or other authorized representative of the insurer;
no later than the time the policy is delivered. A copy shall be provided to the insurer and the policy owner.

(b) If no illustration is used by an insurance producer or other authorized representative in the sale of a life insurance policy,
or if the policy is applied for other than as illustrated, the producer or representative shall certify to that effect in writing on a form
provided by the insurer. On the same form, the applicant shall acknowledge that no illustration conforming to the policy applied for
was provided and shall further acknowledge an understanding that an illustration conforming to the policy as issued will be provided
no later than at the time of policy delivery. This form shall be submitted to the insurer at the time of policy application. If the policy
is issued, a basic illustration conforming to the policy as issued shall be sent with the policy and signed no later than the time the
policy is delivered. A copy shall be provided to the insurer and the policy owner.

(c) If the basic illustration or revised illustration is sent to the applicant or policy owner by mail from the insurer, it shall
include instructions for the applicant or policy owner to sign the duplicate copy of the numeric summary page of the illustration for
the policy issued and return the signed copy to the insurer. The insurer's obligation under this subsection shall be satisfied if it can
demonstrate that it has made a diligent effort to secure a signed copy of the numeric summary page. The requirement to make a
diligent effort shall be deemed satisfied if the insurer includes in the mailing a self-addressed, postage prepaid envelope with
instructions for the return of the signed numeric summary page.

(d) A copy of the basic illustration and a revised basic illustration, if any, signed, as applicable, along with any certification
that either no illustration was used or that the policy was applied for other than as illustrated, shall be retained by the insurer until
three (3) years after the policy is no longer in force. A copy need not be retained if no policy is issued. (Department of Insurance;
760 IAC 1-62-7; filed Sep 27, 1999, 9:00 a.m.: 23 IR 339, eff Jan 1, 2000, readopted filed Sep 25, 2006, 3:23 p.m.: 20061004-IR-
760060200RFA; readoptedfiled Nov21,2012,4:15 p.m.: 20121219-IR-760120454RF A, readoptedfiled Nov 13,2018, 10:02a.m.:
20181212-IR-760180372RFA)

760 IAC 1-62-8 Annual report; notice to policy owners
Authority: IC 27-1-3-7
Affected: IC 27-1-12-25;1C 27-4-1-4

Sec. 8. (a) In the case of a policy designated as one for which illustrations will be used, the insurer shall provide each policy
owner with an annual report on the status of the policy that shall contain at least the following information:
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(1) For universal life policies, the report shall include the following:

(A) The beginning and end date of the current report period.
(B) The policy value at the end of the previous report period and at the end of the current report period.
(C) The total amounts that have been credited or debited to the policy value during the current report period, identifying
each by type, for example, the following:

(1) Interest.

(i) Mortality.

(iii) Expense.

(iv) Riders.
(D) The current death benefit at the end of the current report period on each life covered by the policy.
(E) The net cash surrender value of the policy as of the end of the current report period.
(F) The amount of outstanding loans, if any, as of the end of the current report period.
(G) For fixed premium policies, if, assuming guaranteed interest, mortality and expense loads and continued scheduled
premium payments, the policy's net cash surrender value is such that it would not maintain insurance in force until the
end of the next reporting period, a notice to this effect shall be included in the report.
(H) For flexible premium policies, if, assuming guaranteed interest, mortality, and expense loads, the policy's net cash
surrender value will not maintain insurance in force until the end of the next reporting period unless further premium
payments are made, a notice to this effect shall be included in the report.

(2) For all other policies, where applicable:

(A) current death benefit;

(B) annual contract premium,;

(C) current cash surrender value;

(D) current dividend,

(E) application of current dividend; and
(F) amount of outstanding loan.

(3) Insurers writing life insurance policies that do not build nonforfeiture values shall only be required to provide an annual

report with respect to these policies for those years when a change has been made to nonguaranteed policy elements by the

insurer.

(b) If the annual report does not include an in force illustration, it shall contain a notice, displayed prominently stating,
"IMPORTANT POLICY OWNER NOTICE: You should consider requesting more detailed information about your policy to
understand how it may perform in the future. You should not consider replacement of your policy or make changes in your coverage
without requesting a current illustration. Y ou may annually request, without charge, such an illustration by calling [insurer's phone
number], writing to [insurer's name] at [insurer's address], or contacting your agent. If you do not receive a current illustration of
your policy within thirty (30) days from your request, you should contact your state insurance department.”. The insurer may vary
the sequential order of the methods for obtaining an in force illustration.

(c) Upon the request of the policy owner, the insurer shall furnish an in force illustration of current and future benefits and
values based on the insurer's present illustrated scale. This illustration shall comply with the requirements of sections 4(a), 4(b), 5(a),
and 5(e) of this rule. No signature or other acknowledgment of receipt of this illustration shall be required.

(d) If an adverse change in nonguaranteed elements that could affect the policy has been made by the insurer since the last
annual report, the annual report shall contain a notice of that fact and the nature of the change prominently displayed. (Department
of Insurance; 760 [AC 1-62-8; filed Sep 27, 1999, 9:00 a.m.: 23 IR 340, eff Jan 1, 2000, readopted filed Sep 25, 2006, 3:23 p.m.:
20061004-1IR-760060200RFA; readopted filed Nov 21, 2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed Nov 13,
2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-62-9 Annual certifications
Authority: IC 27-1-3-7
Affected: IC 27-1-12-25;1C 27-4-1-4

Sec. 9. (a) The board of directors of each insurer shall appoint one (1) or more illustration actuaries.
(b) The illustration actuary shall certify that:
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(1) the disciplined current scale used in illustrations is in conformity with the Actuarial Standard of Practice for Compliance
with the National Association of Insurance Commissioners Model Regulation on Life Insurance Illustrations promulgated
by the Actuarial Standards Board; and

(2) the illustrated scales used in insurer-authorized illustrations meet the requirements of this rule.

(c) Requirements for an illustration actuary shall be as follows:

(1) Be a member in good standing of the American Academy of Actuaries.

(2) Be familiar with the standard of practice regarding life insurance policy illustrations.

(3) Not have been found by the commissioner, following appropriate notice and hearing, to have:

(A) violated any provision of, or any obligation imposed by, the insurance law or other law in the course of his or her
dealings as an illustration actuary;

(B) been found guilty of fraudulent or dishonest practices;

(C) demonstrated his or her incompetence, lack of cooperation, or untrustworthiness to act as an illustration actuary;
or

(D) resigned or been removed as an illustration actuary within the past five (5) years as a result of acts or omissions
indicated in any adverse report on examination or as a result of a failure to adhere to generally acceptable actuarial
standards.

(4) Not fail to notify the commissioner of any action taken by a commissioner of another state similar to that under subdivision
3).
(5) Disclose in the annual certification whether, since the last certification, a currently payable scale applicable for business
issued within the previous five (5) years and within the scope of the certification has been reduced for reasons other than
changes in the experience factors underlying the disciplined current scale. If nonguaranteed elements illustrated for new
policies are not consistent with those illustrated for similar in force policies, disclosure shall be made in the annual
certification. If nonguaranteed elements illustrated for both new and in force policies are not consistent with the
nonguaranteed elements actually being paid, charged, or credited to the same or similar forms, disclosure shall be made in
the annual certification.

(6) Disclose in the annual certification the method used to allocate overhead expenses for all illustrations, including:

(A) fully allocated expenses;

(B) marginal expenses; or

(C) a generally recognized expense table based on fully allocated expenses representing a significant portion of
insurance companies and approved by the commissioner.

(d) The illustration actuary shall file a certification with the board of directors of the insurer and with the commissioner:

(1) annually for all policy forms for which illustrations are used; and

(2) before a new policy form is illustrated.

If an error in a previous certification is discovered, the illustration actuary shall notify the board of directors of the insurer and the
commissioner promptly.

(e) If an illustration actuary is unable to certify the scale for any policy form illustration the insurer intends to use, the actuary
shall notify the board of directors of the insurer and the commissioner promptly of his or her inability to certify.

(f) A responsible officer of the insurer, other than the illustration actuary, shall certify annually that the:

(1) illustration formats meet the requirements of this rule, and the scales used in insurer-authorized illustrations are those

scales certified by the illustration actuary; and

(2) company has provided its agents with information about the expense allocation method used by the company in its

illustrations and made disclosures as required in subsection (c)(6).

(g) The annual certifications shall be provided to the commissioner each year by a date determined by the insurer.

(h) If an insurer changes the illustration actuary responsible for all or a portion of the company's policy forms, the insurer shall
notify the commissioner of that fact promptly and disclose the reason for the change. (Department of Insurance; 760 IAC 1-62-9;
filed Sep 27, 1999, 9:00 a.m.: 23 IR 341, eff Jan 1, 2000, readopted filed Sep 25, 2006, 3:23 p.m.: 20061004-1R-760060200RFA;
readopted filed Nov 21, 2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed Nov 13, 2018, 10:02 a.m.: 20181212-IR-
760180372RFA)
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760 TAC 1-62-10 Penalties
Authority: IC 27-1-3-7
Affected: IC 27-1-12-25;IC 27-4-1-4

Sec. 10. In addition to any other penalties provided by the laws of this state, an insurer or producer that violates a requirement
of this rule shall be guilty of an unfair and deceptive act or practice. (Department of Insurance; 760 IAC 1-62-10; filed Sep 27, 1999,
9:00 a.m.: 23 IR 342, eff Jan 1, 2000, readopted filed Sep 25, 2006, 3:23 p.m.: 20061004-IR-760060200RFA; readopted filed Nov
21,2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed Nov 13, 2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-62-11 Separability
Authority: 1C 27-1-3-7
Affected: IC 27-1-12-25; IC 27-4-1-4

Sec. 11. If any provision of this rule or its application to any person or circumstance is for any reason held to be invalid by
any court of law, the remainder of the rule and its application to other persons or circumstances shall not be affected. (Department
of Insurance; 760 [AC 1-62-11; filed Sep 27, 1999, 9:00 a.m.: 23 IR 342, eff Jan 1, 2000, readopted filed Sep 25, 2006, 3:23 p.m.:
20061004-IR-760060200RF A, readopted filed Nov 21, 2012, 4:15 p.m.: 20121219-IR-760120454RFA; readopted filed Nov 13,
2018, 10:02 a.m.: 20181212-IR-760180372RFA)

Rule 63. Health Maintenance Organization Comparison Sheets (Expired)
(Expired under IC 4-22-2.5, effective January 1, 2007.)

Rule 64. Valuation of Life Insurance Policies

760 IAC 1-64-1 Scope
Authority: IC 27-1-12-10.5
Affected: 1C27-1-12-10; IC 27-1-12-10.1

Sec. 1. (a) Except as provided in subsection (c), this rule shall apply to all life insurance policies, with or without nonforfeiture
values, issued on or after January 1, 2000.
(b) The method for calculating basic reserves defined in this rule will constitute the commissioner's reserve valuation method
for policies to which this rule is applicable.
(c) This rule shall not apply to the following:
(1) Any individual life insurance policy issued in accordance with and as a result of the exercise of a reentry provision
contained in a previously issued life insurance policy if:
(A) the previously issued policy was issued before the effective date of this rule;
(B) the previously issued policy has a face amount greater than or equal to the face amount of the new policy; and
(C) the reentry provision guarantees the premium rates of the new policy.
(2) Any individual life insurance policy issued in accordance with and pursuant to the exercise of a reentry provision
contained in a new policy described in subdivision (1) or a derivation of such provision.
(3) Any universal life policy that meets the following requirements:
(A) Secondary guarantee period, if any, is five (5) years or less.
(B) Specified premium for the secondary guarantee period is not less than the net level reserve premium for the
secondary guarantee period based on the 1980 CSO valuation tables as defined in section 2(b) of this rule and the
applicable valuation interest rate.
(C) The initial surrender charge is not less than one hundred percent (100%) of the first year annualized specified
premium for the secondary guarantee period.
(4) Any variable life insurance policy that provides for life insurance, the amount or duration of which varies according to
the investment experience of any separate account or accounts.
(5) Any variable universal life insurance policy that provides for life insurance, the amount or duration of which varies
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according to the investment experience of any separate account or accounts.

(6) A group life insurance certificate unless the certificate provides for a stated or implied schedule of maximum gross

premiums required in order to continue coverage in force for a period in excess of one (1) year.

(d) Calculation of the minimum valuation standard for policies with guaranteed nonlevel gross premiums or guaranteed
nonlevel benefits (other than universal life policies), or both, shall be in accordance with the provisions of section 4 of this rule.

(e) Calculation of the minimum valuation standard for flexible premium and fixed premium universal life insurance policies
that contain provisions resulting in the ability of a policyholder to keep a policy in force over a secondary guarantee period shall
be in accordance with the provisions of section 5 of this rule. (Department of Insurance; 760 IAC 1-64-1; filed Dec 1, 1999, 3:20
p.m.: 23 IR 796, readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-
760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-1R-760170354RFA)

760 IAC 1-64-2 Definitions
Authority: 1C 27-1-12-10.5
Affected: IC 27-1-12-10; IC 27-1-12-10.1

Sec. 2. (a) Inaddition to the definitions in IC 27-1-12-10 /IC 27-1-12-10 was repealed by P.L.276-2013, SECTION 5, effective
July 1, 2013.], the definitions in this section apply throughout this rule.

(b) "1980 CSO valuation tables" means the commissioners' 1980 standard ordinary mortality table without ten-year selection
factors, incorporated into the 1980 amendments to the NAIC Standard Valuation Law, and variations of the 1980 commissioners'
standard ordinary mortality table approved by the NAIC, such as the smoker and nonsmoker versions approved in December 1983.

(c) "Basicreserves" means reserves calculated in accordance with IC 27-1-12-10(3)/IC 27-1-12-10 was repealed by P.L.276-
2013, SECTION 3, effective July 1, 2013.].

(d) "Contract segmentation method" means the method of dividing the period from issue to mandatory expiration of a policy
into successive segments, with the length of each segment being defined as the period from the end of the prior segment (from policy
inception, for the first segment) to the end of the latest policy year as determined in this subsection. All calculations are made using
the 1980 CSO valuation tables, as defined in subsection (b), (or any other valuation mortality table adopted by the NAIC after the
effective date of this rule and promulgated by rule by the commissioner for this purpose), and, if elected, the optional minimum
mortality standard for deficiency reserves stipulated in section 3(b) of this rule. The length of a particular contract segment shall
be set equal to the minimum of the value ¢ for which G,is greater than R, (if G, never exceeds R,, the segment length is deemed to
be the number of years from the beginning of the segment to the mandatory expiration date of the policy), where G, and R, are
defined as follows:

x+k+t

GPesgstm1

_ GP

t

Where: x = Original issue age.
k = The number of years from the date of issue to the beginning of the segment.
t = 1,2,.;tisreset to 1 at the beginning of each segment.
GP,....;, = Guaranteed gross premium per thousand of face amount for year ¢ of the segment, ignoring policy fees
only if level for the premium paying period of the policy.

q L
R L= x+k+t

Q xtert—1

However, R, may be increased or decreased by one percent (1%) in any policy year, at the company's option, but R, shall not be less
than one (1):

Where: x = Original issue age.
k = The number of years from the date of issue to the beginning of the segment.
t = 1,2,..; tisreset to 1 at the beginning of each segment.
Juie1 = Valuation mortality rate for deficiency reserves in policy year k+t, but using the mortality of section 3(b)(2)

of this rule if section 3(b)(3) of this rule is elected for deficiency reserves.
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However, if GP,,,.,is greater than zero (0) and GP,,,,,, is equal to zero (0), G, shall be deemed to be one thousand (1,000). If GP,,,,,
and GP,,,., are both equal to zero (0), G, shall be deemed to be zero (0).

(e) "Deficiency reserves" means the excess, if greater than zero (0), of minimum reserves calculated in accordance with IC
27-1-12-10(6) [IC 27-1-12-10 was repealed by P.L.276-2013, SECTION 5, effective July 1, 2013.] over basic reserves.

(f) "Guaranteed gross premiums" means the premiums under a policy of life insurance that are guaranteed and determined
at 1ssue.

(g) "Maximum valuation interest rates" means the interest rates defined in IC 27-1-12-10(2)(G)(A) [IC 27-1-12-10 was
repealed by P.L.276-2013, SECTION 5, effective July 1, 2013.] (computation of minimum standard by calendar year of issue) that
are to be used in determining the minimum standard for the valuation of life insurance policies.

(h) "NAIC" means National Association of Insurance Commissioners.

(1) "Scheduled gross premium" means the smallest illustrated gross premium at issue for other than universal life insurance
policies. For universal life insurance policies, the term means the smallest specified premium described in section 5(a)(3) of this
rule if any, or else the minimum premium described in section 5(a)(4) of this rule.

(j) "Segmented reserves" means reserves, calculated using segments produced by the contract segmentation method, equal
to the present value of all future guaranteed benefits less the present value of all future net premiums to the mandatory expiration
of a policy, where the net premiums within each segment are a uniform percentage of the respective guaranteed gross premiums
within the segment. The following requirements apply to each segment:

(1) The uniform percentage for each segment of segmented reserves is such that, at the beginning of the segment, the present

value of the net premiums within the segment equals:

(A) the present value of the death benefits within the segment; plus

(B) the present value of any unusual guaranteed cash value as described in section 4(d) of this rule, occurring at the

end of the segment; less

(C) any unusual guaranteed cash value occurring at the start of the segment; plus

(D) for the first segment only, the excess of item (i) over item (ii) as follows:
(i) A net level annual premium equal to the present value, at the date of issue, of the benefits provided for in the
first segment after the first policy year, divided by the present value, at the date of issue, of an annuity of one (1)
per year payable on the first and each subsequent anniversary within the first segment on which a premium falls
due. However, the net level annual premium shall not exceed the net level annual premium on the nineteen-year
premium whole life plan of insurance of the same renewal year equivalent level amount at an age one (1) year
higher than the age at issue of the policy.
(ii) A net one-year term premium for the benefits provided for in the first policy year.

(2) The length of each segment is determined by the contract segmentation method as defined in subsection (d).

(3) The interest rates used in the present value calculations for any policy may not exceed the maximum valuation interest rate,

determined with a guarantee duration equal to the sum of the lengths of all segments of the policy.

(4) For both basic reserves and deficiency reserves computed by the segmented method, present values shall include future

benefits and net premiums in the current segment and in all subsequent segments.

(k) "Tabular cost of insurance" means the net single premium at the beginning of a policy year for one-year term insurance
in the amount of the guaranteed death benefit in that policy year.

(1) "Ten-year select factors" means the select factors adopted with the 1980 amendments to the NAIC Standard Valuation Law.

(m) "Unitary reserves" means the present value of all future guaranteed benefits less the present value of all future modified
net premiums. The following conditions apply to the calculation of unitary reserves:

(1) Guaranteed benefits and modified net premiums are considered to the mandatory expiration of the policy.

(2) Modified net premiums are a uniform percentage of the respective guaranteed gross premiums, where the uniform

percentage is such that, at issue, the present value of the net premiums equals the present value of all death benefits and pure

endowments, plus the excess of clause (A) over clause (B) as follows:
(A) A net level annual premium equal to the present value, at the date of issue, of the benefits provided for after the
first policy year, divided by the present value, at the date of issue, of an annuity of one (1) per year payable on the first
and each subsequent anniversary of the policy on which a premium falls due. However, the net level annual premium
shall not exceed the net level annual premium on the nineteen-year premium whole life plan of insurance of the same
renewal year equivalent level amount at an age one (1) year higher than the age at issue of the policy.
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(B) A net one-year term premium for the benefits provided for in the first policy year.
The interest rates used in the present value calculations for any policy may not exceed the maximum valuation interest rate,
determined with a guarantee duration equal to the length from issue to the mandatory expiration of the policy.

(n) "Universal life insurance policy" means any individual life insurance policy under the provisions of which separately
identified interest credits (other than in connection with dividend accumulations, premium deposit funds, or other supplementary
accounts) and mortality or expense charges are made to the policy. (Department of Insurance; 760 IAC 1-64-2; filed Dec 1, 1999,
3:20 p.m.: 23 IR 797, readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-
760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-1R-760170354RFA)

760 IAC 1-64-3 Basic reserves and premium deficiency reserves; general calculation
Authority: IC 27-1-12-10.5
Affected: IC 27-1-12-10; IC 27-1-12-10.1

Sec. 3. (a) At the election of the company for any one (1) or more specified plans of life insurance, the minimum mortality
standard for basic reserves may be calculated using the 1980 CSO valuation tables with select mortality factors (or any other
valuation mortality table adopted by the NAIC after the effective date of this rule and promulgated by rule by the commissioner of
the department of insurance (commissioner) for this purpose). If select mortality factors are elected, they may be:

(1) the ten-year select mortality factors incorporated into the 1980 amendments to the NAIC Standard Valuation Law;

(2) the select mortality factors set forth in section 6 of this rule; or

(3) any other table of select mortality factors adopted by the NAIC after the effective date of this rule and promulgated by

rule by the commissioner for the purpose of calculating basic reserves.

(b) Deficiency reserves, if any, are calculated for each policy as the excess, if greater than zero (0), of the quantity A over the
basic reserve. The quantity A is obtained by recalculating the basic reserve for the policy using guaranteed gross premiums instead
of net premiums when the guaranteed gross premiums are less than the corresponding net premiums. At the election of the company
for any one (1) or more specified plans of insurance, the quantity A and the corresponding net premiums used in the determination
of quantity A may be based upon the 1980 CSO valuation tables with select mortality factors (or any other valuation mortality table
adopted by the NAIC after the effective date of this rule and promulgated by rule by the commissioner). If select mortality factors
are elected, they may be the following:

(1) The ten-year select mortality factors incorporated into the 1980 amendments to the NAIC Standard Valuation Law.

(2) The select mortality factors set forth in section 6 of this rule.

(3) For durations in the first segment, X percent of the select mortality factors set forth in section 6 of this rule, subject to the

following:
(A) X may vary by:
(1) policy year;
(i) policy form;

(iii) underwriting classification;

(iv) issue age; or

(v) any other policy factor expected to affect mortality experience.
(B) X shall not be less than twenty percent (20%).
(C) X shall not decrease in any successive policy years.
(D) X is such that, when using the valuation interest rate used for basic reserves, the actuarial present value of future
death benefits, calculated using the mortality rates resulting from the application of X is greater than or equal to the
actuarial present value of future death benefits calculated using anticipated mortality experience without recognition
of mortality improvement beyond the valuation date.
(E) X is such that the mortality rates resulting from the application of X are at least as great as the anticipated mortality
experience, without recognition of mortality improvement beyond the valuation date, in each of the first five (5) years
after the valuation date.
(F) The appointed actuary shall increase X at any valuation date where it is necessary to continue to meet all the
requirements of this subdivision.
(G) The appointed actuary may decrease X at any valuation date as long as X does not decrease in any successive policy
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years and as long as it continues to meet all the requirements of this subdivision.

(H) The appointed actuary shall specifically take into account the adverse effect on expected mortality and lapsation

of any anticipated or actual increase in gross premiums.

(I) If X is less than one hundred percent (100%) at any duration for any policy, the following requirements shall be met:

(i) The appointed actuary shall annually prepare an actuarial opinion and memorandum for the company in
conformance with the requirements of 760 IAC 1-57-8.
(i1) The appointed actuary shall annually opine for all policies subject to this rule as to whether the mortality rates
resulting from the application of X meet the requirements of this subdivision. This opinion shall be supported
by an actuarial report, subject to appropriate Actuarial Standards of Practice promulgated by the Actuarial
Standards Board of the American Academy of Actuaries. The X factors shall reflect anticipated future mortality,
without recognition of mortality improvement beyond the valuation date, taking into account relevant emerging
experience.

(4) Any other table of select mortality factors adopted by the NAIC after the effective date of this rule and promulgated by

rule by the commissioner for the purpose of calculating deficiency reserves.

(c) This subsection applies to both basic reserves and deficiency reserves. Any set of select mortality factors may be used only
for the first segment. However, if the first segment is less than ten (10) years, the appropriate ten-year select mortality factors
incorporated into the 1980 amendments to the NAIC Standard Valuation Law may be used thereafter through the tenth policy year
from the date of issue.

(d) In determining basic reserves or deficiency reserves, guaranteed gross premiums without policy fees may be used where
the calculation involves the guaranteed gross premium but only if the policy fee is a level dollar amount after the first policy year.
In determining deficiency reserves, policy fees may be included in guaranteed gross premiums, even if not included in the actual
calculation of basic reserves.

(e) Reserves for policies that have changes to guaranteed gross premiums, guaranteed benefits, guaranteed charges, or
guaranteed credits that are unilaterally made by the insurer after issue and that are effective for more than one (1) year after the date
of the change shall be the greatest of the following:

(1) Reserves calculated ignoring the guarantee.

(2) Reserves assuming the guarantee was made at issue.

(3) Reserves assuming that the policy was issued on the date of the guarantee.

(f) The commissioner may require that the company document the extent of the adequacy of reserves for specified blocks,
including, but not limited to, policies issued prior to the effective date of this rule. This documentation may include a demonstration
of the extent to which aggregation with other nonspecified blocks of business is relied upon in the formation of the appointed actuary
opinion pursuant to and consistent with the requirements of 760 IAC 1-57-8. (Department of Insurance; 760 IAC 1-64-3; filed Dec
1, 1999, 3:20 p.m.: 23 IR 798; readopted filed Nov 7, 2005, 10:50 a.m.: 29 IR 896, readopted filed Nov 29, 2011, 9:14 a.m.:
20111228-1IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-64-4 Calculation of minimum valuation standard for policies with guaranteed nonlevel gross premiums or
guaranteed nonlevel benefits (other than universal life policies)

Authority: IC 27-1-12-10.5

Affected: IC 27-1-12-10; IC 27-1-12-10.1

Sec. 4. (a) Basic reserves shall be calculated as the greater of the segmented reserves and the unitary reserves. Both the
segmented reserves and the unitary reserves for any policy shall use the same valuation mortality table and selection factors. At the
option of the insurer, in calculating segmented reserves and net premiums, either of the adjustments described as follows may be
made:

(1) Treat the unitary reserve, if greater than zero (0), applicable at the end of each segment as a pure endowment and subtract

the unitary reserve, if greater than zero (0), applicable at the beginning of each segment from the present value of guaranteed

life insurance and endowment benefits for each segment.

(2) Treat the guaranteed cash surrender value, if greater than zero (0), applicable at the end of each segment as a pure

endowment, and subtract the guaranteed cash surrender value, if greater than zero (0), applicable at the beginning of each

segment from the present value of guaranteed life insurance and endowment benefits for each segment.
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(b) Requirements for deficiency reserves shall be as follows:
(1) The deficiency reserve at any duration shall be calculated:
(A) on a unitary basis if the corresponding basic reserve determined by subsection (a) is unitary;
(B) on a segmented basis if the corresponding basic reserve determined by subsection (a) is segmented; or
(C) on a segmented basis if the corresponding basic reserve determined by subsection (a) is equal to both the segmented
reserve and the unitary reserve.

(2) This subsection applies to any policy for which the guaranteed gross premium at any duration is less than the

corresponding modified net premium calculated by the method used in determining the basic reserves, but using the minimum

valuation standards of mortality specified in section 3(b) of this rule and rate of interest.

(3) Deficiency reserves, if any, shall be calculated for each policy as the excess if greater than zero (0), for the current and

all remaining periods, of the quantity A over the basic reserve, where A is obtained as indicated in section 3(b) of this rule.

(4) For deficiency reserves determined on a segmented basis, the quantity A is determined using segment lengths equal to

those determined for segmented basic reserves.

(c) Basic reserves may not be less than the tabular cost of insurance for the balance of the policy year if mean reserves are
used. Basic reserves may not be less than the tabular cost of insurance for the balance of the current modal period or to the paid-to-
date, if later, but not beyond the next policy anniversary, if mid-terminal reserves are used. The tabular cost of insurance shall use
the same valuation mortality table and interest rates as that used for the calculation of the segmented reserves. However, if select
mortality factors are used, they shall be the ten-year select factors incorporated into the 1980 amendments of the NAIC Standard
Valuation Law. In no case may total reserves (including basic reserves, deficiency reserves, and any reserves held for supplemental
benefits that would expire upon contract termination) be less than the amount that the policy owner would receive (including the
cash surrender value of the supplemental benefits, if any, referred to in this subsection), exclusive of any deduction for policy loans,
upon termination of the policy.

(d) The following requirements apply to an unusual pattern of guaranteed cash surrender values:

(1) For any policy with an unusual pattern of guaranteed cash surrender values, the reserves actually held prior to the first

unusual guaranteed cash surrender value shall not be less than the reserves calculated by treating the first unusual guaranteed

cash surrender value as a pure endowment and treating the policy as an n year policy providing term insurance plus a pure
endowment equal to the unusual cash surrender value, where 7 is the number of years from the date of issue to the date the
unusual cash surrender value is scheduled.

(2) The reserves actually held subsequent to any unusual guaranteed cash surrender value shall not be less than the reserves

calculated by treating the policy as an n year policy providing term insurance plus a pure endowment equal to the next unusual

guaranteed cash surrender value, and treating any unusual guaranteed cash surrender value at the end of the prior segment
as a net single premium, where:
(A) n is the number of years from the date of the last unusual guaranteed cash surrender value prior to the valuation
date to the earlier of:
(i) the date of the next unusual guaranteed cash surrender value, if any, that is scheduled after the valuation date;
or
(i1) the mandatory expiration date of the policy;
(B) the net premium for a given year during the n year period is equal to the product of the net to gross ratio and the
respective gross premium; and
(C) the net to gross ratio is equal to:
(i) the present value, at the beginning of the n year period, of death benefits payable during the n year period plus
the present value, at the beginning of the n year period, of the next unusual guaranteed cash surrender value, if
any, minus the amount of the last unusual guaranteed cash surrender value, if any, scheduled at the beginning
of the n year period; divided by
(i1) the present value, at the beginning of the n year period, of the scheduled gross premiums payable during the
n year period.

(3) For purposes of this subsection, a policy is considered to have an unusual pattern of guaranteed cash surrender values if

any future guaranteed cash surrender value exceeds the prior year's guaranteed cash surrender value by more than the sum

of:
(A) One hundred ten percent (110%) of the scheduled gross premium for that year.

Indiana Administrative Code 2020 Edition Page 292



DEPARTMENT OF INSURANCE

(B) One hundred ten percent (110%) of one (1) year's accrued interest on the sum of the prior year's guaranteed cash
surrender value and the scheduled gross premium using the nonforfeiture interest rate used for calculating policy
guaranteed cash surrender values.
(C) Five percent (5%) of the first policy year surrender charge, if any.
(e) At the option of the company, the following approach for reserves on yearly renewable term reinsurance may be used:
(1) Calculate the valuation net premium for each future policy year as the tabular cost of insurance for that future year.
(2) Basic reserves shall never be less than the tabular cost of insurance for the appropriate period, as defined in subsection
(©).
(3) Deficiency reserves:
(A) for each policy year, calculate the excess, if greater than zero (0), of the valuation net premium over the respective
maximum guaranteed gross premium; and
(B) shall never be less than the sum of the present values, at the date of valuation, of the excesses determined in
accordance with clause (A).
(4) For purposes of this subsection, the calculations use the maximum valuation interest rate and the 1980 CSO mortality
tables with or without ten-year select mortality factors, or any other table adopted after the effective date of this rule by the
NAIC and promulgated by rule by the commissioner of the department of insurance (commissioner) for this purpose.
(5) A reinsurance agreement shall be considered yearly renewable term reinsurance for purposes of this subsection if only
the mortality risk is reinsured.
(6) If the assuming company chooses the optional exemption, the ceding company's reinsurance reserve credit shall be limited
to the amount of reserve held by the assuming company for the affected policies.
(f) At the option of the company, the following approach for reserves for attained-age-based yearly renewable term life

insurance policies may be used:

met:

(1) Calculate the valuation net premium for each future policy year as the tabular cost of insurance for that future year.
(2) Basic reserves shall never be less than the tabular cost of insurance for the appropriate period, as defined in subsection
(©).
(3) Deficiency reserves:
(A) for each policy year, calculate the excess, if greater than zero (0), of the valuation net premium over the respective
maximum guaranteed gross premium; and
(B) shall never be less than the sum of the present values, at the date of valuation, of the excesses determined in
accordance with clause (A).
(4) For purposes of this subsection, the calculations use the maximum valuation interest rate and the 1980 CSO valuation
tables with or without ten-year select mortality factors, or any other table adopted after the effective date of this rule by the
NAIC and promulgated by rule by the commissioner for this purpose.
(5) A policy shall be considered an attained-age-based yearly renewable term life insurance policy for purposes of this
subsection if:
(A) the premium rates (on both the initial current premium scale and the guaranteed maximum premium scale) are based
upon the attained age of the insured such that the rate for any given policy at a given attained age of the insured is
independent of the year the policy was issued; and
(B) the premium rates (on both the initial current premium scale and the guaranteed maximum premium scale) are the
same as the premium rates for policies covering all insureds of the same sex, risk class, plan of insurance, and attained
age.
(6) For policies that become attained-age-based yearly renewable term policies after an initial period of coverage, the approach
of this subsection may be used after the initial period if:
(A) the initial period is constant for all insureds of the same sex, risk class, and plan of insurance, or the initial period
runs to a common attained age for all insureds of the same sex, risk class, and plan of insurance; and
(B) after the initial period of coverage, the policy meets the conditions of subdivision (5).
(7) If this election is made, this approach shall be applied in determining reserves for all attained-age-based yearly renewable
term life insurance policies issued on or after the effective date of this rule.
(g) Unitary basic reserves and unitary deficiency reserves need not be calculated for a policy if the following conditions are
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(1) The policy consists of a series of n-year periods, including the first period and all renewal periods, where 7 is the same
for each period, except that for the final renewal period, » may be truncated or extended to reach the expiry age, provided that
this final renewal period is less than ten (10) years and less than twice the size of the earlier n-year periods, and for each
period, the premium rates on both the initial current premium scale and the guaranteed maximum premium scale are level.
(2) The guaranteed gross premiums in all n-year periods are not less than the corresponding net premiums based upon the
1980 CSO Table with or without the ten-year select mortality factors.
(3) There are no cash surrender values in any policy year.
(h) Unitary basic reserves and unitary deficiency reserves need not be calculated for a policy if the following conditions are
met, based upon the initial current premium scale at issue:
(1) The insured is twenty-four (24) years of age or younger.
(2) Until the insured reaches the end of the juvenile period, which shall occur at or before twenty-five (25) years of age, the
gross premiums and death benefits are level, and there are no cash surrender values.
(3) After the end of the juvenile period, gross premiums are level for the remainder of the premium paying period, and death
benefits are level for the remainder of the life of the policy.
(Department of Insurance; 760 IAC 1-64-4; filed Dec 1, 1999, 3:20 p.m..: 23 IR 800, readopted filed Nov 7, 2005, 10:50 a.m.: 29
IR 896, readoptedfiled Nov 29,2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-
IR-760170354RFA)

760 IAC 1-64-5 Calculation of minimum valuation standard for flexible premium and fixed premium universal life insurance
policies that contain provisions resulting in the ability of a policy owner to keep a policy in force over a secondary guarantee
period

Authority: IC 27-1-12-10.5

Affected: IC 27-1-12-10; IC 27-1-12-10.1

Sec. 5. (a) General provisions regarding secondary guarantees are as follows:
(1) Policies with a secondary guarantee include, but are not limited to, any of the following:
(A) A policy with a guarantee that the policy will remain in force at the original schedule of benefits, subject only to
the payment of specified premiums.
(B) A policy in which the minimum premium at any duration is less than the corresponding one (1) year valuation
premium, calculated using the maximum valuation interest rate and the 1980 CSO valuation tables with or without ten-
year select mortality factors, or any other table adopted after the effective date of this rule by the NAIC and
promulgated by rule by the commissioner of the department of insurance (commissioner) for this purpose.
(C) A policy with any combination of clauses (A) and (B).
(2) A secondary guarantee period is the period for which the policy is guaranteed to remain in force subject only to a
secondary guarantee. When a policy contains more than one (1) secondary guarantee, the minimum reserve shall be the
greatest of the respective minimum reserves at that valuation date of each unexpired secondary guarantee, ignoring all other
secondary guarantees. Secondary guarantees that are unilaterally changed by the insurer after issue shall be considered to have
been made at issue. Reserves described in subsections (b) and (c¢) shall be recalculated from issue to reflect these changes.
(3) As used in this section, "specified premiums" means the premiums specified in the policy (or imputable by the terms of
the policy), the payment of which guarantees that the policy will remain in force at the original schedule of benefits, but which
otherwise would be insufficient to keep the policy in force in the absence of the guarantee if maximum mortality and expense
charges and minimum interest credits were made and any applicable surrender charges were assessed.
(4) For purposes of this section, the minimum premium for any policy year is the premium that, when paid into a policy with
a zero (0) account value at the beginning of the policy year, produces a zero (0) account value at the end of the policy year.
The minimum premium calculation shall use the policy cost factors (including mortality charges, loads, and expense charges)
and the interest crediting rate, which are all guaranteed at issue.
(5) The one-year valuation premium means the net one-year premium based upon the original schedule of benefits for a given
policy year. The one-year valuation premiums for all policy years are calculated at issue. The select mortality factors defined
in section 3(b)(2) through 3(b)(4) of this rule may not be used to calculate the one-year valuation premiums.
(6) The one-year valuation premium should reflect the frequency of fund processing, as well as the distribution of deaths
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assumption employed in the calculation of the monthly mortality charges to the fund.

(b) Basic reserves for the secondary guarantees shall be the segmented reserves for the secondary guarantee period. In
calculating the segments and the segmented reserves, the gross premiums shall be set equal to the specified premiums, if any, or
otherwise to the minimum premiums, that keep the policy in force and the segments will be determined according to the contract
segmentation method as defined in section 2(d) of this rule.

(c) Deficiency reserves, if any, for the secondary guarantees shall be calculated for the secondary guarantee period in the same
manner as described in section (4)(b) of this rule with gross premiums set equal to the specified premiums, if any, or otherwise to
the minimum premiums that keep the policy in force.

(d) The minimum reserves during the secondary guarantee period are the greater of:

(1) the basic reserves for the secondary guarantee plus the deficiency reserve, if any, for the secondary guarantees; or

(2) the minimum reserves required by other rules or regulations governing universal life plans.

(Department of Insurance; 760 IAC 1-64-5; filed Dec 1, 1999, 3:20 p.m.: 23 IR 802, readopted filed Nov 7, 2005, 10:50 a.m.: 29
IR 896, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RF A, readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-
IR-760170354RFA)

760 IAC 1-64-6 Tables of select mortality factors
Authority: 1C 27-1-12-10.5
Affected: IC 27-1-12-10; IC 27-1-12-10.1

Sec. 6. (a) The tables of select mortality factors set forth in this section are the bases to which the respective percentage of
section 3(a)(2), 3(b)(2), and 3(b)(3) of this rule are applied.

(b) The six (6) tables of select mortality factors contained in this section include:

(1) male, aggregate;

(2) male, nonsmoker;

(3) male, smoker;

(4) female, aggregate;

(5) female, nonsmoker; and

(6) female, smoker.

(c) The tables of select mortality factors set forth in this section apply to both age last birthday and age nearest birthday
mortality tables.

(d) For sex-blended mortality tables, compute select mortality factors in the same proportion as the underlying mortality. For
example, for the 1980 CSO-B Table, the calculated select mortality factors are eighty percent (80%) of the appropriate male table
in this section, plus twenty percent (20%) of the appropriate female table in this section.

(e) The select mortality factors table for male, aggregate shall be as follows:

Male, Aggregate

Issue Duration

Age| 1 2 3 4 5 6 7 8 9 10|11 |12 |13 |14 | 15|16 | 17 | 18 | 19 | 20+
0-15( 100[ 100[ 100] 100 100 100 100 100] 100; 100] 100] 100 100 100 100 100f 100[ 100{ 100{ 100
16 | 100f 100, 100f 100 100f 100 100f 100 100[ 100 100 100] 100[ 100 100{ 100] 100{ 100] 100{ 100
17 | 100, 100/ 100f 100[ 100[ 100f 100f 100f 100[ 100| 100[ 100] 100 100 100] 100] 100 100 100 100
18 96| 98 98 99| 99| 100 100] 90| 92| 92| 92 92| 93] 93] 96/ 97| 98 98 99| 100
19 83| 84 84 87 87 87 791 79 79 81 8l 82 82| 82| 85 88 91 94 97| 100
20 oo 71 71 74 74 69 69 67 69 70 71 71 71 71| 74 79| 84 90| 95 100
21 66| 68 69 71 66 66 67 66 67 70 70, 70 70 71 71 77| 83| 88 94 100
22 65 66| 66 631 63 64 64 64 65 68 68 68 68 69 71 77 83| 8§ 94 100
23 62| 631 59 60 621 621 63 63 64 65 65 67 67 69 70 76 82 88 94 100
24 60 56| 56 59 59 60 o1f 61 o1f 64 64 64 66| 67| 70 76| 82| 8§ 94 100
25 52| 53] 55| 56 S8 S8 60 60 60 63 62| 63 64 67 69 75 81 88 94 100
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26 51 52| 55 56| 58 58 57 61 61 621 631 64 66 69 66| 73| 80[ 86[ 93| 100
27 51 52 551 57 58 60 61 61 60 63 63 64 67 66| 67| 74/ 80[ 87[ 93| 100
28 49 51| 56 58 60 60 o61f 62 62 63] 64 66/ 65 66| 68 74 81 87 94 100
29 491 51| 56 58 60 o61f 62 62 62 64 64 62| 66| 67 70| 76| 82| 8§ 94| 100
30 49 50 56f 58 60 60 62 63 63| 64 62 631 67 68 71| 77 83 8§ 94 100
31 471 500 56[ 58 60 62 63 64 64 62| 63| 66/ 68 701 72| 78 83 89 94| 100
32 46 49| 56 59 60 62 63 66 62 63 66 67 701 72| 73] 78 84 89 95 100
33 431 49 56 59 62[ 63[ 64 62 65 66 67 70| 72| 73] 75/ 80| 85 90| 95 100
34 421 47 56 60 62[ 63 o61f 63 66 67| 70 71 73] 75 76| &8I 86 90 95 100
35 40 47| 56 60 63 o61f 62 65 67| 68 71 73] T4 76| 76| 8l 86 90| 95 100
36 38 421 56| 60 59 61 63 65 67 68 70 72{ 74 7T6[ 77| 82 86| 91 95 100
37 381 45 56| 57 61 621 63 65 67 68 70 72{ 74 7T6[ 7T6[ 8l 86| 90| 95 100
38 37 44 531 58 61 621 65 66 67 69 69 T3 TI5 T6[ 77| 82 86| 91 95 100
39 37 41 531 58 621 63| 65 65 66[ 68 69 T2 T4 T6[ 7T6[ 8l 86 90| 95 100
40 34 40, 53] 58 62| 63| 65 65 66[ 68 68 71 TI5 T6[ 77| 82 86| 91 95 100
41 34 41 531 58 621 63| 65 64 64 66[ 68 70 T4 T6[ 77| 82 86| 91| 95 100
42 34 431 531 58 61 621 63 63| 63| 64 66| 69 T2f 75 77| 82 86| 91 95 100
43 34 431 54 59 60 61 63 62 62 64 66| 67 T2[ T4 T7| 82 86| 91| 95 100
44 34 44 54 58 59 60 61 60 61f 62 64 67 7T 74 77| 82 86| 91 95 100
45 34 45 531 58 59 60 60 60 59 60f 631 o66( 7Tif 74 77| 82 86| 91| 95 100
46 31 43] 521 56| 57 S8 59 59 59 60f 631 67 71 74 75| 80 85 90| 95 100
47 32 421 501 53] 55| 56| 57 58 59 60f 65 68 71 74 75 80 85 90| 95 100
48 32 41 47 521 54 56| 57 57 57 61 65 68 72f 73| 74 79 84 90| 95 100
49 300 401 46| 49| 521 54 55 56| 57 61f 66| 69 T2f T3 T4 79| 84 90| 95 100
50 300 381 44 47| 51 531 54 56 57 61 66| 71 72[ 73| 75 80 85 90| 95 100
51 281 37| 421 46| 49| 53| 541 56| 57 o61f 66| 71 72[ 73[ 75 80 85 90| 95 100
52 28] 35| 411 45 49 51 54 56| 57 61 66| 71 72( 74 75 80 85 90| 100] 100
53 37 35 39 44 48 51| 53| 55 57| o61f 67 71 74 75 76[ 81 86| 100] 100] 100
54 27 331 38 44| 48 50 53| 55 57| 61 67 72( 74 75 76[ 81| 100] 100] 100] 100
55 25| 321 37 431 47 50 53| 55 57| 61f 68 72{ 74 75 78 100[ 100] 100] 100] 100
56 251 321 371 431 47| 49| 51 54 56 61| 67| 70[ 73| 74 100[ 100[ 100| 100] 100] 100
57 24 31 38 43| 47 49 51| 54 56 59 66| 69 72[ 100[ 100[ 100[ 100| 100| 100] 100
58 24 31 38 43| 48 48 50 53| 56 59 64 67 100[ 100[ 100[ 100[ 100| 100| 100] 100
59 231 301 39| 43| 48 48 51| 53| 55| 58 63] 100[ 100[ 100[ 100[ 100[ 100| 100] 100] 100
60 231 301 39| 43| 48 47| 50 52 53| 57| 100] 100[ 100[ 100[ 100[ 100[ 100] 100] 100] 100
61 231 301 39| 43| 49 49| 50 52 53| 75| 100] 100[ 100[ 100[ 100[ 100[ 100] 100] 100] 100
62 231 301 39| 44 49 49 51 52| 75| 75| 100 100[ 100[ 100[ 100[ 100[ 100] 100] 100] 100
63 221 301 39| 45 50 50 52| 75 75| 75| 100] 100[ 100[ 100[ 100[ 100[ 100] 100] 100] 100
64 221 301 39| 45 50 51 75| 75 75 75| 100, 100[ 100[ 100[ 100[ 100[ 100] 100] 100] 100
65 221 30 39| 45 50 65 70 70f 70[ 70f 100] 100[ 100[ 100[ 100[ 100[ 100| 100] 100] 100
66 221 301 39 45 60 65 70 70 70[ 70[ 100, 100[ 100[ 100[ 100[ 100[ 100] 100] 100] 100
67 22 30 39 60 60 65 70 70f 70[ 70f 100] 100[ 100[ 100[ 100[ 100[ 100| 100] 100] 100
68 23] 321 55| 60 60 65 70 70f 70[ 70[ 100, 100f 100[ 100[ 100[ 100[ 100| 100] 100] 100
69 23] 52| 55| 60 60 65 70 70[ 70[ 70{ 100] 100f 100f 100[ 100[ 100[ 100[ 100[ 10[ 100
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70 48] 52 551 60 o0 o5 70[f 70 70| 70| 100f 100 100 100] 100] 100; 100 100 100 100
71 48 52 55 60 60 65 70[f 70[f 70 70| 100f 100 100 100] 100] 100] 100 100 100 100
72 48] 52 551 60 o60f o5 70[f 70 70| 70| 100f 100 100] 100] 100] 100; 100 100 100 100
73 48 52 55| 60 60 65 70[f 70[f 70 70| 100f 100 100 100] 100] 100] 100 100 100 100
74 48] 52 551 60 o0 o5 70[f 70 70| 70| 100f 100 100] 100] 100] 100; 100 100 100 100
75 48 52 55 60 60 65 70[f 70[f 70 70| 100f 100 100 100] 100] 100] 100 100 100 100
76 48] 52 551 60 o0 o5 70[f 70 70| 100] 100{ 100 100] 100] 100] 100; 100] 100 100 100
77 48] 52 55| 60 60 65 70[f 70[ 100[ 100] 100f 100 100 100] 100] 100] 100 100 100 100
78 48] 52 55 60 o60f 65 70[ 100[ 100[ 100] 100f 100 100] 100] 100] 100; 100 100 100 100
79 48( 521 55| 60[ 60 65 100, 100] 100f 100, 100f 100 100] 100{ 100] 100| 100f 100] 100[ 100
80 48] 52 55 60[ 60f 100[ 100[ 100[ 100[ 100| 100[ 100 100] 100] 100] 100; 100] 100 100 100
81 48( 521 55| 60[ 100] 100[ 100, 100] 100f 100] 100f 100 100] 100{ 100] 100| 100f 100] 100[ 100
82 48 52 55| 100[ 100[ 100[ 100[ 100[ 100[ 100] 100[ 100 100] 100] 100] 100; 100 100 100 100
83 48( 521 100] 100[ 100] 100[ 100 100 100f 100] 100f 100f 100] 100{ 100] 100| 100f 100 100[ 100
84 48 100[ 100[ 100f 100[ 100[ 100[ 100[ 100[ 100| 100[ 100 100] 100] 100] 100; 100] 100 100 100
85+ | 100] 100[ 100 100[ 100 100] 100[ 100] 100] 100f 100[ 100f 100] 100 100[ 100} 100[ 100 100] 100}
(f) The select mortality factors table for male, nonsmoker shall be as follows:
Male, Nonsmoker

Issue Duration

Age| 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15|16 17 18 19 20+

0-15] 100 100 100 100 100 100 100 100 100 100, 100 100 100 100 100/ 100 100 100 100 100
16 | 100 100 100 100 100, 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 100
17 | 100 100 100 100 100f 100 100 100 100 100; 100 100 100 100 100, 100 100 100 100 100
18 93 95 96 98 99 100 100 90 92 92 92 92 95 95 96 97 98 98 99 100
19 80 81 83 8 &7 &7 79 79 79 81| 81 82 83 83 86 8 92 94 97 100
20 65 68 69 72 74 69 69 67 69 70 71 71 72 72 75| 80 85 90 95 100
21 63 66 68 71 66 66 67 66 67 70 70 70 71 71 73] 78 84 89 95 100
22 62 65 66 62 63 64 64 64 67 68§ 68 68 70 70 73 78 84 8 95 100
23 60 62 58 60 621 62 63 63 64 67 68 68 67 69 71 77 8 8 94 100
24 59 55 56 58 59 60 61 61 63 65 67 66 66 69 71 77 83 88 94 100
25 52 53 55 56 58 58 60 60 61 64 64 64 64 67 700 76 82 88 94 100
26 51 53 55 56 58 60 61 61 61 63 64 64 66 69 671 74 80 87 93 100
27 51 52 55 58 60 60 61 61 62 63 64 66 67 66 67 74 80 87 93 100
28 49 52 57 58 60] 61 63 62 62 64 66 66 63 66 68 74 81 8 94 100
29 49 51 57 60 61 61 62 62 63 64 66 63 65 67 68 74 81 87 94 100
30 49 51 57 60 61] 62 63 63 63 64 62 63 66 68 700 76 82 88 94 100
31 47 50 57 60 60 62 63 64 64 621 63 65 67 70 71 77 83 88 94 100
32 46 50 57 60 621 63 64 64 62 63 65 66 68 71 72[ 78 8 89 94 100
33 45 49 56 60 621 63 64 62 63 65 66 68 71 73 74 79 84 90 95 100
34 43 48 56 62 631 64 62 62 65 66 67 70 72 74 74 79 84 90 95 100
35 41 47 56 62 631 61 62 63 66 67 68 70 72 74 751 80 8 90 95 100
36 40 47 56 62 59 61 62 63 66 67 68 70 72 74 75 80 8 90 95 100
37 38 45 56 58 59 61 62 63 66 67 67 69 71 73 74 79 84 90 95 100
38 38 45 53 58 61 62 63 65 65 67 68 70 72 74 731 78 84 89 95 100
39 37 41 53 58 61 62 63 64 65 67 68 70 71 73 731 78 84 89 95 100
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40 34 41 53 58 61| 62 63 64 64 66 67 69 71 73 72 78 83 89 94 100
41 34 41 53 58 61 61 62 62 63 65 65 67 69 71 71 77 83 8 94 100
42 34 43 53 58 60 61 62 61 61 63 64 66 67 69 71 77 8 8 94 100
43 32 43 53 58 60f 61 60 60 60 60 62 64 66 68 69 75 81 8 94 100
44 32 44 52 57 59 60 60 59 59 58 60 62 65 67 69 75 81 8 94 100
45 32 44 52 57 591 60 59 57 57 57 59 61 63 66 68 74 81 87 94 100
46 32 42 50 54 56 57 57 56 55 56 59 61 63 65 67 74 80 87 93 100
47 30 40 48 52 54 55 55 54 54 55 59 61 62 63 66 73 80 8 93 100
48 30 40 46 49 51 52 53 53 54 55 57 61 62 63 631 70 78 8 93 100
49 29 39 43 48 500 51 50 51 53 54 57 61 61 62 62( 70 77 8 92 100
50 29 37 42 45 471 48 49 50 51 54 57 61 61 61 61 69 77 84 92 100
51 27 35 40 43 45 47 48 50 51 531 57 60 61 61 62( 70 77 8 92 100
52 27 34 39 42 44 45 48 49 50 531 56 60 60 62 621 70 77 8 100 100
53 25 31 37 41 44 45 47 49 50 51 56 59 61 61 62( 70 77 100 100 100
54 25 30 36 39 431 44 47 48 49 51 55 59 59 61 621 70 100 100 100 100
55 24 29 35 38 421 43 45 48 49 50 56 58 59 61 62| 100 100 100 100 100
56 23 29 35 38 42 42 44 47 48 500 55 57 58 59 100 100 100 100 100 100
57 23 28 35 38 421 42 43 45 47 49 53 55 56 100 100 100 100 100 100 100
58 22 28 33 37 41 41 43 45 45 470 51 53 100 100 100, 100 100 100 100 100
59 2226 33 37 411 41 42 44 44 46/ 50 100 100 100 100f 100 100 100 100 100
60 20 26 33 37 41| 40 41 42 42 45 100 100 100 100 100 100 100 100 100 100
61 20 26 33 37 41 40 41 42 42 75 100 100 100 100 100 100 100 100 100 100
62 19 25 32 38 400 40 41 42 75 75 100 100 100 100 100 100 100 100 100 100
63 19 25 33 36 400 40 41 75 75 75 100 100 100 100 100 100 100 100 100 100
64 18 24 32 36 39 40 75 75 75 75 100 100 100 100 100 100 100 100 100 100
65 18 24 32 36 39 65 70 70 70 70, 100 100 100 100 100} 100 100 100 100 100
66 18 24 32 36 60 65 70 70 70 70, 100 100 100 100 100 100 100 100 100 100
67 18 24 32 60 60 65 70 70 70 70, 100 100 100 100 100 100 100 100 100 100
68 18 24 55 60 60 65 70 70 70 70, 100 100 100 100 100 100 100 100 100 100
69 18 52 55 60 60 65 70 70 70 70, 100 100 100 100 100 100 100 100 100 100
70 48 52 55 60 60 65 70 70 70 70, 100 100 100 100 100f 100 100 100 100 100
71 48 52 55 60 60 65 70 70 70 70, 100 100 100 100 100f 100 100 100 100 100
72 48 52 55 60 60 65 70 70 70 70, 100 100 100 100 100f 100 100 100 100 100
73 48 52 55 60 60 65 70 70 70 70, 100 100 100 100 100f 100 100 100 100 100
74 48 52 55 60 60 65 70 70 70 70, 100 100 100 100 100f 100 100 100 100 100
75 48 52 55 60 600 65 70 70 70 70, 100 100 100 100 100f 100 100 100 100 100
76 48 52 55 60 60 65 70 70 70 100, 100 100 100 100 100f 100 100 100 100 100
77 48 52 55 60 60, 65 70 70 100 100, 100 100 100 100 100f 100 100 100 100 100
78 48 52 55 60 60 65 70 100 100 100, 100 100 100 100 100f 100 100 100 100 100
79 48 52 55 60 60f 65 100 100 100 100, 100 100 100 100 100f 100 100 100 100 100
80 48 52 55 60 60 100 100 100 100 100 100 100 100 100 100f 100 100 100 100 100
81 48 52 55 60 100, 100 100 100 100 100, 100 100 100 100 100f 100 100 100 100 100
82 48 52 55 100 100, 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 100
83 48 52 100 100 100, 100 100 100 100 100 100 100 100 100 100 100 100 100 100 100
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} 84 48 100 100 100 100, 100 100 100 100 100, 100 100 100 100 100f 100 100 100 100 103
85+] 100 100 100 100 100[f 100 100 100 100 100 100 100 100 100 100f 100 100 100 100 10
(g) The select mortality factors table for male, smoker shall be as follows:
Male, Smoker

Issue Duration

Age| 1 2 3 4 5 6 7 8 9 10 (11 12 13 14 15|16 17 18 19 20+
0-15] 100 100 100 100 100 100 100 100 100 100, 100 100 100 100 100/ 100 100 100 100 100
16 | 100 100 100 100 100, 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 100
17 | 100 100 100 100 100f 100 100 100 100 100; 100 100 100 100 100, 100 100 100 100 100
18 | 100 100 100 100 100, 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 100
19 | 100 100 100 100 100f 100 100 100 100 100; 100 100 100 100 100, 100 100 100 100 100
20 98 100 100 100 100 100 100 99 99 99 100 99 99 99 100 100 100 100 100 100
21 95 98 99 100 95 9 9 95 96 971 97 96 96 96 96 97 98 98 99 100
22 92 95 9 90 90 93 93 92 93 95 95 93 93 92 93l 94 96 97 99 100
23 90 92 85 88 83 8 8 8 90 90 90 90 8 90 92 94 95 97 98 100
24 87 81 82 85 84 8 8 8 8 8§ 88 8 8 88 8 91 93 96 98 100
25 77 78 79 82 81] 83 83 82 83 85 8 84 84 8 86 89 92 94 97 100
26 75 77 79 82 82 83 83 82 83 84 8 8 8 8 8l 8 8 92 96 100
27 73 75 78 82 82 83 83 8 82 82 8 8 8 80 81 8 8 92 96 100
28 71 73 79 82 81 8 8 81 81 82 8 8 8 80 8 8 8 92 96 100
29 69 72 78 81 81 8 8 8 81 81 8 77 80 80 81 8 8 92 96 100
30 68 71 78 81 81] 81 8 81 81 81 76 77 80 80 81 8 89 92 96 100
31 65 70 77 81 790 81 8 8 81 76 77 79 81 81 83 8 90 93 97 100
32 63 67 77 78 790 81 8 8 76 770 77 80 83 83 85 88 91 94 97 100
33 60 65 74 78 799 79 81 76 77 771 79 80 83 85 85 8 91 94 97 100
34 57 62 74 77 79 79 75 76 77 790 79 81 8 8 8§ 90 92 95 97 100
35 53 60 73 77 790 75 75 76 77 79) 80 82 8 86 8§ 90 93 95 98 100
36 52 59 71 75 74 75 75 76 77 790 79 81 8 8 8§ 90 92 95 97 100
37 49 58 70 71 74 74 75 76 77 78 79 81 84 86 8 89 92 94 97 100
38 48 55 66 70 721 74 74 75 76 78 79 81 8 8 87 90 92 95 97 100
39 45 50 65 70 721 72 74 74 75 77 79 81 84 86 8 89 92 94 97 100
40 41 49 63 68 71 72 73 74 74 76 78 80 83 85 86 89 92 94 97 100
41 40 49 63 68 71 72 72 72 73 751 76 78 81 84 85 88 91 94 97 100
42 40 49 62 68 700 71 71 71 71 73 75 76 81 83 85 88 91 94 97 100
43 39 50 62 67 69 69 70 70 70 71 73 76 79 83 85 88 91 94 97 100
44 39 50 60 66 68 69 68 69 69 69 71 74 79 81 85 8 91 94 97 100
45 37 50 60 66 68 68 68 67 67 67 69 73 78 81 85 88 91 94 97 100
46 37 48 58 63 65 67 66 66 66 67 71 74 78 81 84 87 90 94 97 100
47 36 47 55 61 631 64 64 64 65 67 71 75 79 81 84 87 90 94 97 100
48 35 46 53 58 600 62 63 63 65 67 72 75 79 81 83 8 90 93 97 100
49 34 45 51 56 58 59 61 62 63 67 72 77 80 81 83 8 90 93 97 100
50 34 43 49 53 551 57 60 61 63 67 73 78 80 81 81 8 89 92 96 100
51 32 42 47 52 551 57 60 61 63 67 73 78 80 83 84 87 90 94 97 100
52 32 40 46 50 54 S56 60 61 63 67 73 78 81 84 85 88 91 94 100 100
53 30 37 44 49 54 S56 59 61 65 67 74 79 83 8 87 90 92 100 100 100
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54 30 36 43 48 531 55 59 61 65 67 74 80 8 8 89 91 100 100 100 100
55 29 35 42 47 53] 55 59 61 65 67 75 80 84 8 90 100 100 100 100 100
56 28 35 42 47 531 55 57 60 63 68 74 79 83 85 100f 100 100 100 100 100
57 28 35 42 47 531 54 57 60 64 67 74 78 81 100 100f 100 100 100 100 100
58 26 33 43 48 54 54 56 59 63 67 73 78 100 100 100 100 100 100 100 100
59 26 33 43 48 54 53 57 59 63 66 73 100 100 100 100[f 100 100 100 100 100
60 25 33 43 48 54 53 56 58 62 66/ 100 100 100 100 100 100 100 100 100 100
61 25 33 43 49 55 55 57 59 63 75 100 100 100 100 100 100 100 100 100 100
62 25 33 43 50 56 56 58 61 75 75 100 100 100 100 100 100 100 100 100 100
63 24 33 45 51 56 56 59 75 75 75 100 100 100 100 100 100 100 100 100 100
64 24 34 45 51 570 57 75 75 75 750 100 100 100 100 100 100 100 100 100 100
65 24 34 45 52 57 65 70 70 70 70[ 100 100 100 100 100 100 100 100 100 100
66 24 35 45 53 600 65 70 70 70 70f 100 100 100 100 100 100 100 100 100 100
67 25 35 45 60 60 65 70 70 70 70f 100 100 100 100 100 100 100 100 100 100
68 25 36 55 60 60 65 70 70 70 70[f 100 100 100 100 100 100 100 100 100 100
69 27 52 55 60 60 65 70 70 70 70f 100 100 100 100 100 100 100 100 100 100
70 48 52 55 60 600 65 70 70 70 70[ 100 100 100 100 100 100 100 100 100 100
71 48 52 55 60 60 65 70 70 70 70f 100 100 100 100 100 100 100 100 100 100
72 48 52 55 60 60 65 70 70 70 70f 100 100 100 100 100 100 100 100 100 100
73 48 52 55 60 60 65 70 70 70 70f 100 100 100 100 100 100 100 100 100 100
74 48 52 55 60 60 65 70 70 70 70f 100 100 100 100 100 100 100 100 100 100
75 48 52 55 60 600 65 70 70 70 70[ 100 100 100 100 100 100 100 100 100 100
76 48 52 55 60 60 65 70 70 70 100f 100 100 100 100 100 100 100 100 100 100
77 48 52 55 60 60 65 70 70 100 100f 100 100 100 100 100 100 100 100 100 100
78 48 52 55 60 60 65 70 100 100 100f 100 100 100 100 100 100 100 100 100 100
79 48 52 55 60 60/ 65 100 100 100 100f 100 100 100 100 100 100 100 100 100 100
80 48 52 55 60 60 100 100 100 100 100f 100 100 100 100 100f 100 100 100 100 100
81 48 52 55 60 100, 100 100 100 100 100f 100 100 100 100 100 100 100 100 100 100
82 48 52 55 100 100, 100 100 100 100 100f 100 100 100 100 100 100 100 100 100 100
83 48 52 100 100 100, 100 100 100 100 100f 100 100 100 100 100[ 100 100 100 100 100
84 48 100 100 100 100, 100 100 100 100 100f 100 100 100 100 100f 100 100 100 100 100
85+ [ 100 100 100 100 100 100 100 100 100 100f 100 100 100 100 100[f 100 100 100 100 100
(h) The select mortality factors table for female, aggregate shall be as follows:
Female, Aggregate
Issue Duration
Age| 1 2 3 4 5 6 7 8 9 10|11 12 13 14 15|16 17 18 19 20+
0-15 100 100 100 100 100] 100 100 100 100 100] 100 100 100 100 100 100 100 100 100 100
16 | 100 100 100 100 100f 100 100 100 100 100 100 100 100 100 100] 100 100 100 100 100
17 99 100 100 100 100, 100 100 100 93 95 96 97 97 100 100 100 100 100 100 100
18 83 83 84 84 84 8 8 78 78 79 82 8 8 8 8 90 93 95 98 100
19 65 66 68 68 68 68 63 63 64 66 69 71 72 74 75 80 8 90 95 100
20 48 50 51 51 51 47 48 48 49 51| 56 57 58 61 63 70 78 85 93 100
21 47 48 50 51 471 47 48 49 51 53] 57 60 61 64 64 71 78 8 93 100
22 44 47 48 45 471 47 48 49 53 54 60 61 63 64 66 73 8 8 93 100
23 42 45 44 45 471 47 49 51 53 54 61 64 64 67 69 75 81 88 94 100
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24 39 40 42 44 47 47 50 51 54 56 64 64 66 69 700 76 82 8 94 100
25 34 38 41 44 47 47 50 53 56 57 64 67 69 71 731 78 84 89 95 100
26 34 38 41 45 49 49 51 56 58 59 66 69 70 73 70, 76 82 88 94 100
27 34 38 41 47 50 51 54 57 59 60 69 70 73 70 71} 77 83 88 94 100
28 34 37 43 47 531 53 56 59 62 63 70 73 70 72 74 79 84 90 95 100
29 34 38 43 49 54 56 58 60 63 64 73 70 72 74 75 80 8 90 95 100
30 35 38 43 50 56 56 59 63 66 67 70 71 74 75 76 81 8 90 95 100
31 35 38 43 51 56 58 60 64 67 65 71 72 74 75 76 81 8 90 95 100
32 35 39 45 51 56 59 63 66 65 66 72 72 75 76 76 81 8 90 95 100
33 36 39 44 52 58 62 64 65 66 67 72 74 75 776 T6 81 8 90 95 100
34 36 40 45 52 58 63 63 66 67 68 74 74 76 76 T6f 81 8 90 95 100
35 3640 45 53 59 61 65 67 68 700 75 74 75 76 75| 80 85 90 95 100
36 36 40 45 53 55 62 65 67 68 700 74 74 74 75 75| 80 8 90 95 100
37 36 41 47 52 57 62 65 67 68 69 72 72 73 75 74 79 84 90 95 100
38 34 41 44 52 57 63 66 68 69 70 72 71 72 74 75 80 8 90 95 100
39 34 40 45 53 58 63 66 68 69 69 70 70 70 T3 74 79 84 90 95 100
40 32 40 45 53 58] 65 65 67 68 69 70 69 70 73 73] 78 84 89 95 100
41 32 40 45 53 571 63 64 67 68 68 69 69 69 T3 T4 79 84 90 95 100
42 32 40 45 52 56 61 63 65 66 68 69 68 70 74 75 80 8 90 95 100
43 31 39 45 51 55 59 61 65 65 66 68 69 69 74 T7I 82 8 91 95 100
44 31 39 45 50 54 58 61 63 64 66 67 68 71 75 78 82 87 91 96 100
45 31 38 44 49 531 56 59 62 63 65 67 68 71 77 79 83 87 92 96 100
46 29 37 43 48 51| 54 59 62 63 65 67 69 71 77 78 82 & 91 96 100
47 28 35 41 46 49 54 57 61 62 66f 68 69 71 77 T 82 8 91 95 100
48 28 35 41 44 49 52 57 61 63 66 68 71 72 75 77 82 8 91 95 100
49 26 34 39 43 47 52 55 61 63 67 69 71 72 75 75 80 & 90 95 100
50 25 32 38 41 46 S50 55 61 63 67 69 72 72 U5 74 79 84 90 95 100
51 25 32 38 41 45 50 55 61 63 66f 68 69 71 74 T4 79 84 90 95 100
52 23 30 36 41 45 51 56 61 62 65 66 68 68 73 73 78 84 89 100 100
53 23 30 36 41 47 51 56 61 62 63 65 66 68 72 72 78 &3 100 100 100
54 22 29 35 41 47 53 57 61 61 62 62 66 66 69 70 76 100 100 100 100
55 22 29 35 41 47 53 57 61 61 61 62 63 64 68 69 100 100 100 100 100
56 2229 35 41 45 51 56 59 60 61f 62 63 64 67 100f 100 100 100 100 100
57 2229 35 41 45 50 54 56 58 59 61 62 63 100 100 100 100 100 100 100
58 22 30 36 41 44 49 53 56 57 571 61 62 100 100 100 100 100 100 100 100
59 22 30 36 41 44 48 51 53 55 56 59 100 100 100 100 100 100 100 100 100
60 22 30 36 41 43 47 50 51 53 55| 100 100 100 100 100[f 100 100 100 100 100
61 22 29 35 39 421 46 49 50 52 80f 100 100 100 100 100[f 100 100 100 100 100
62 20 28 33 39 41 45 47 49 80 80f 100 100 100 100 100[ 100 100 100 100 100
63 20 28 33 38 41 44 46 80 80 80f 100 100 100 100 100[ 100 100 100 100 100
64 19 27 32 36 40 42 80 80 80 80f 100 100 100 100 100[f 100 100 100 100 100
65 19 25 30 35 39 72 75 75 80 80f 100 100 100 100 100[f 100 100 100 100 100
66 19 25 30 35 720 72 75 75 80 80f 100 100 100 100 100[f 100 100 100 100 100
67 19 25 30 72 720 72 75 75 80 80f 100 100 100 100 100f 100 100 100 100 100
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68 19 25 68 72 721 72 75 75 80 80[ 100 100 100 100 100 100 100 100 100 100
69 19 64 68 72 721 72 75 75 80 80| 100 100 100 100 100; 100 100 100 100 100
70 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100/ 100 100 100 100 100
71 60 60 64 068 68 72 75 75 80 80[ 100 100 100 100 100f 100 100 100 100 100
72 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100/ 100 100 100 100 100
73 60 60 64 68 68 72 75 75 80 80[ 100 100 100 100 100f 100 100 100 100 100
74 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100/ 100 100 100 100 100
75 60 60 64 68 68 72 75 75 80 80[ 100 100 100 100 100[f 100 100 100 100 100
76 60 60 64 68 68 72 75 75 80 100 100 100 100 100 100 100 100 100 100 100
77 60 60 64 068 68 72 75 75 100 100 100 100 100 100 100f 100 100 100 100 100
78 60 60 64 68 68 72 75 100 100 100, 100 100 100 100 100/ 100 100 100 100 100
79 60 60 64 68 68 72 100 100 100 100 100 100 100 100 100f 100 100 100 100 100f
80 60 60 64 68 68 100 100 100 100 100 100 100 100 100 100 100 100 100 100 100
81 60 60 64 68 100f 100 100 100 100 100f 100 100 100 100 100f 100 100 100 100 100f
82 60 60 64 100 100, 100 100 100 100 100 100 100 100 100 100 100 100 100 100 100
83 60 60 100 100 100 100 100 100 100 100f 100 100 100 100 100f 100 100 100 100 100f
84 60 100 100 100 100, 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 100
85+| 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 100[f 100 100 100 100 100}
(i) The select mortality factors table for female, nonsmoker shall be as follows:
Female, Nonsmoker
Issue Duration
Age| 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15|16 17 18 19 20+
0-15 100 100 100 100 100] 100 100 100 100 100 100 100 100 100 100 100 100 100 100 100
16 [ 100 100 100 100 100f 100 100 100 100 100 100 100 100 100 100 100 100 100 100 100
17 9 98 98 98 98 99 99 99 92 92 93 95 95 97 99 99 99 100 100 100
18 78 8 8 8 8 81 8 74 75 75 78 79 82 83 85 88 91 94 97 100
19 60 62 63 63 63 65 59 59 60 60 64 67 67 70 72/ 78 83 89 94 100
20 42 44 45 45 45| 42 42 42 45 45 50 51 53 56 58 66 75 83 92 100
21 41 42 44 45 41 42 42 44 47 47 51 53 54 57 59 67 75 84 92 100
22 39 41 44 41 41| 42 44 45 49 49 54 56 57 58 60 68 76 8 92 100
23 38 41 38 40 411 42 44 46 49 50 sS56 57 S8 60 62 70 77 85 92 100
24 36 36 38 40 41| 42 46 47 50 S51f 58 59 60 62 63 70 78 8 93 100
25 32 34 37 40 41] 43 46 49 51 53 59 60 62 63 64 71 78 86 93 100
26 32 34 37 41 43| 45 47 50 53 53 60 62 63 64 62 70 77 8 92 100
27 32 34 38 43 46] 47 49 51 53 55| 62 63 64 62 62 70 77 85 92 100
28 30 34 39 43 47 49 51 53 56 58 63 63 61 62 631 70 78 8 93 100
29 30 35 40 45 50 S1 52 55 58 59 64 61 62 63 631 70 78 85 93 100
30 31 35 40 46 51| 52 53 56 59 60 62 62 63 65 65 72 79 86 93 100
31 31 35 40 46 51 53 55 58 60 58 62 62 63 65 65 72 79 86 93 100
32 32 35 40 45 511 53 56 59 57 58 62 63 63 65 64 71 78 8 93 100
33 32 36 41 47 52 55 58 55 58 59 63 63 65 65 65 72 79 86 93 100
34 33 36 41 47 521 55 55 57 58 59 63 65 64 65 64 71 78 8 93 100
35 33 36 41 47 52) 53 57 58 59 61 63 64 64 64 64 71 78 86 93 100
36 33 36 41 47 49 53 57 58 59 61 63 64 63 64 631 70 78 8 93 100
37 32 36 41 44 491 53 57 58 59 60 62 62 61 62 631 70 78 85 93 100
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38 32 37 39 45 50 54 57 58 60 60 61 61 61 62 61 69 77 84 92 100
39 30 35 39 45 50 54 57 58 60 59 60 60 59 60 61 69 77 84 92 100
40 28 35 39 45 50 54 56 57 59 59 60 59 59 59 60 68 76 84 92 100
41 28 35 39 45 49 52 55 55 58 571 58 59 58 59 60 68 76 84 92 100
42 27 35 39 44 49 52 54 55 56 57 57 57 58 60 61 69 77 84 92 100
43 27 34 39 44 47 50 53 53 55 55| 56 57 56 60 61 69 77 84 92 100
44 26 34 38 42 47 50 52 53 54 55 55 55 56 61 62 70 77 8 92 100
45 26 33 38 42 45 48 51 51 52 53] 54 55 56 61 62 70 77 8 92 100
46 24 32 37 40 431 47 49 51 52 53 54 55 56 60 61 69 77 84 92 100
47 24 30 35 39 421 45 47 49 51 53 54 55 56 59 60 68 76 84 92 100
48 23 30 35 37 400 44 47 49 50 53| 54 55 55 59 57 66 74 83 91 100
49 23 29 33 35 39 42 45 48 50 53| 54 55 55 57 560 65 74 82 91 100
50 21 27 32 34 37 41 44 48 50 53| 54 55 55 56 55| 64 73 82 91 100
51 21 26 30 34 37 41 44 48 49 51f 53 53 54 55 55| 64 73 82 91 100
52 20 25 30 33 37 41 44 47 48 500 50 51 51 55 53] 62 72 &1 100 100
53 19 24 29 32 37 41 43 47 48 48 49 49 51 52 52( 62 71 100 100 100
54 18 24 29 32 37 41 43 45 47 471 47 49 49 51 51 61 100 100 100 100
55 18 23 28 32 37 41 43 45 45 45 46 46 47 50 50 100 100 100 100 100
56 18 23 28 32 36 39 42 44 44 45 46 46 46 49 100( 100 100 100 100 100
57 18 23 28 31 35 38 41 42 44 44 45 45 46 100 100[ 100 100 100 100 100
58 17 23 26 31 35 36 38 41 41 42 45 45 100 100 100 100 100 100 100 100
59 17 23 26 30 331 35 38 39 40 41f 44 100 100 100 100[f 100 100 100 100 100
60 17 23 26 30 320 34 36 38 39 40[ 100 100 100 100 100[f 100 100 100 100 100
61 17 22 25 29 321 33 35 36 38 80f 100 100 100 100 100[f 100 100 100 100 100
62 16 22 25 28 300 32 34 35 80 80f 100 100 100 100 100[f 100 100 100 100 100
63 16 20 24 28 300 32 34 80 80 80f 100 100 100 100 100[f 100 100 100 100 100
64 14 21 24 27 29 30 80 8 80 80f 100 100 100 100 100[f 100 100 100 100 100
65 15 19 23 25 28 72 75 75 80 80f 100 100 100 100 100[f 100 100 100 100 100
66 15 19 23 25 720 72 75 75 80 80f 100 100 100 100 100[f 100 100 100 100 100
67 15 19 22 72 720 72 75 75 80 80f 100 100 100 100 100[f 100 100 100 100 100
68 13 18 68 72 720 72 75 75 80 80f 100 100 100 100 100[f 100 100 100 100 100
69 13 64 68 72 720 72 75 75 80 80f 100 100 100 100 100[f 100 100 100 100 100
70 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100 100 100 100 100 100
71 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100 100 100 100 100 100
72 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100 100 100 100 100 100
73 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100 100 100 100 100 100
74 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100 100 100 100 100 100
75 60 60 64 68 68 72 75 75 80 80 100 100 100 100 100f 100 100 100 100 100
76 60 60 64 68 68 72 75 75 80 100, 100 100 100 100 100 100 100 100 100 100
77 60 60 64 68 68 72 75 75 100 100, 100 100 100 100 100 100 100 100 100 100
78 60 60 64 68 68 72 75 100 100 100, 100 100 100 100 100 100 100 100 100 100
79 60 60 64 68 68 72 100 100 100 100 100 100 100 100 100 100 100 100 100 100
80 60 60 64 68 68 100 100 100 100 100 100 100 100 100 100f 100 100 100 100 100f
81 60 60 64 68 100, 100 100 100 100 100 100 100 100 100 100 100 100 100 100 100
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82 60 60 64 100 100, 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 10
83 60 60 100 100 100f 100 100 100 100 100f 100 100 100 100 100f 100 100 100 100 10
84 60 100 100 100 100, 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 10
85+| 100 100 100 100 100, 100 100 100 100 100 100 100 100 100 100 100 100 100 100 10
(j) The select mortality factors table for tables for female, smoker shall be as follows:
Female, Smoker

Issue Duration

Age| 1 2 3 4 5 6 7 8 9 10 )11 12 13 14 15|16 17 18 19 20+

0-15] 100 100 100 100 100] 100 100 100 100 100f 100 100 100 100 100f 100 100 100 100 100
16 | 100 100 100 100 100| 100 100 100 100 100| 100 100 100 100 100 100 100 100 100 100
17 | 100 100 100 100 100 100 100 100 100 100| 100 100 100 100 100f 100 100 100 100 100
18 99 100 100 100 100 100 100 95 96 97| 100 100 100 100 100f 100 100 100 100 100
19 87 8 92 92 92| 92 8 84 8 8 92 93 95 96 99| 99 99 100 100 100
20 74 77 8 80 80| 73 73 73 75 771 83 83 8 88 90[ 92 94 96 98 100
21 71 74 78 78 71| 71 73 74 77 79| 8 8 8 89 90| 92 94 96 98 100
22 68 71 75 70 71} 71 73 74 78 79| 8 90 & 89 92 94 95 97 98 100
23 65 69 67 70 70, 70 73 77 79 81 8 90 90 92 92 94 95 97 98 100
24 62 60 64 69 70, 70 74 77 79 81 92 90 92 93 93 94 96 97 99 100
25 53 58 63 67 69 70 74 78 81 82| 92 93 93 95 95 96 97 98 99 100
26 53 58 63 69 71| 72 75 79 82 82| 93 93 95 96 90| 92 94 96 98 100
27 52 56 63 70 74 74 78 81 82 84 93 95 95 90 90| 92 94 96 98 100
28 52 56 64 71 75| 77 79 82 8 8| 95 95 90 92 92| 94 95 97 98 100
29 51 56 64 71 78] 78 81 8 8 8 95 90 90 92 92| 94 95 97 98 100
30 51 56 64 72 791 79 82 8 8 89 90 90 92 93 93] 94 96 97 99 100
31 51 56 64 72 78] 81 8 8 88 84 9 90 92 93 93] 94 96 97 99 100
32 51 56 64 71 78] 81 8 8 8 85 9 90 92 94 931 94 96 97 99 100
33 51 57 62 71 78] 82 8 8 8 85 9 92 93 93 931 94 96 97 99 100
34 51 56 62 71 78] 82 81 8 8 8 9 92 92 94 931 94 96 97 99 100
35 51 56 62 71 78] 79 83 8 85 86 90 91 91 93 931 94 96 97 99 100
36 49 56 62 71 74 79 83 84 8 8| 90 90 91 93 92 94 95 97 98 100
37 48 55 62 67 74 79 83 84 85 8| 8 90 8 92 91 93 95 96 98 100
38 47 55 57 66 72 77 81 84 8 8| 87 8 8 90 91 93 95 96 98 100
39 45 50 57 66 721 77 81 83 85 8| 8 8 8 8 90[ 92 94 96 98 100
40 41 50 57 66 721 77 81 83 B84 85| 86 8 8 8 8 91 93 96 98 100
41 40 50 57 65 71 76 79 81 83 B4 85 8 8 89 90[ 92 94 96 98 100
42 40 49 57 65 69 74 77 80 82 83 84 8 8 90 92 94 95 97 98 100
43 39 49 55 63 69 73 76 78 80 82| 8 84 8 92 93 94 96 97 99 100
44 39 48 55 62 671 71 75 78 80 80 82 84 8 93 96[ 97 98 98 99 100
45 37 47 55 61 65 70 73 76 78 80 81 84 8 94 97[ 98 98 99 99 100
46 36 46 53 59 631 68 71 75 77 79| 8 8 8 93 96[ 97 98 98 99 100
47 34 4 51 57 621 66 70 75 77 80 8 8 8 93 94 95 96 98 99 100
48 34 44 50 54 60 64 69 74 77 80 84 8 87 92 92 94 95 97 98 100
49 33 42 48 53 58 63 68 74 77 81| 8 8 87 92 91 93 95 96 98 100
50 31 41 46 51 570 61 67 74 77 81| 8 87 &7 91 90[ 92 94 96 98 100
51 30 39 45 51 56 61 67 74 75 80 8 8 8 90 90[ 92 94 96 98 100
52 29 38 45 50 56 62 68 74 75 79 81 8 84 90 90[ 92 94 96 100 100
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53 28 37 43 49 571 62 68 73 74 771 79 &1 8 &9 &9 91 93 100 100 100
54 28 36 43 49 571 63 69 73 74 75 78 8 &1 & & 91 100 100 100 100
55 26 35 42 49 570 63 69 73 73 74 76 78 79 8 &7[ 100 100 100 100 100
56 26 35 42 49 56/ 62 67 71 72 74 76 78 79 & 100[ 100 100 100 100 100
57 26 35 42 49 551 61 66 69 72 731 76 78 79 100 100[ 100 100 100 100 100
58 28 36 43 49 551 59 63 68 69 721 76 78 100 100 100f 100 100 100 100 100
59 28 36 43 49 54 57 63 67 68 70 76 100 100 100 100f 100 100 100 100 100
60 28 36 43 49 53] 57 61 64 67 69 100 100 100 100 100f 100 100 100 100 100
61 26 35 42 48 521 56 59 63 66 80| 100 100 100 100 100f 100 100 100 100 100
62 26 33 41 47 51 55 58 62 80 80| 100 100 100 100 100f 100 100 100 100 100
63 25 33 41 46 51| 55 57 80 80 80| 100 100 100 100 100f 100 100 100 100 100
64 25 33 40 45 50, 53 8 8 80 80| 100 100 100 100 100f 100 100 100 100 100
65 24 32 39 44 49 72 75 75 80 80| 100 100 100 100 100[ 100 100 100 100 100
66 24 32 39 44 720 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
67 24 32 39 72 72} 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
68 24 32 68 72 720 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
69 24 64 68 72 721 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
70 60 60 64 68 68 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100,
71 60 60 64 68 68 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
72 60 60 64 68 68 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
73 60 60 64 68 68 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
74 60 60 64 68 68 72 75 75 80 80| 100 100 100 100 100f 100 100 100 100 100
75 60 60 64 68 68 72 75 75 80 80| 100 100 100 100 100[ 100 100 100 100 100
76 60 60 64 68 68 72 75 75 80 100 100 100 100 100 100f 100 100 100 100 100
77 60 60 64 68 68 72 75 75 100 100 100 100 100 100 100f 100 100 100 100 100
78 60 60 64 68 68 72 75 100 100 100 100 100 100 100 100f 100 100 100 100 100
79 60 60 64 68 68 72 100 100 100 100f 100 100 100 100 100f 100 100 100 100 100
80 60 60 64 68 68 100 100 100 100 100] 100 100 100 100 100f 100 100 100 100 100
81 60 60 64 68 100] 100 100 100 100 100] 100 100 100 100 100f 100 100 100 100 100
82 60 60 64 100 100 100 100 100 100 100| 100 100 100 100 100f 100 100 100 100 100
83 60 60 100 100 100 100 100 100 100 100| 100 100 100 100 100{ 100 100 100 100 100
84 60 100 100 100 100} 100 100 100 100 100 100 100 100 100 100f 100 100 100 100 100
85+ 100 100 100 100 100f 100 100 100 100 100[ 100 100 100 100 100] 100 100 100 100 100

(Department of Insurance; 760 IAC 1-64-6; filed Dec 1, 1999, 3:20 p.m.: 23 IR 803, readopted filed Nov 7, 2005, 10:50 a.m.: 29
IR 896, readoptedfiled Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA, readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-

IR-760170354RFA)

Rule 65. Annual Report of Sales to Exempt Commercial Policyholders Required by IC 27-1-22-4(n)
(Expired)

(Expired under IC 4-22-2.5, effective January 1, 2007.)

Rule 66. Acquisition of Shares of Former Mutual Insurance Company by Institutional Investor

760 IAC 1-66-1 Applicability and scope

Authority:
Affected:

IC 27-15-13-2
IC 27-15-13-2
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Sec. 1. (a) This rule is intended to provide a procedure under which an institutional investor may acquire beneficial ownership
of five percent (5%) or more, but less than ten percent (10%) of the outstanding shares of any class of a voting security of a former
mutual or any parent company, in a manner considered to have been approved by the commissioner under IC 27-15-13-2.

(b) This rule applies to acquisitions of shares by institutional investors that are not affiliates of the former mutual or parent
company and that are acting in the ordinary course of business and not with the purpose or effect of changing or influencing the
control, management, or policies of the former mutual or parent company. (Department of Insurance; 760 IAC 1-66-1; filed Aug
3, 2001, 4:38 p.m.: 24 IR 3985, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-1R-760190497RFA)

760 IAC 1-66-2 Definitions
Authority: 1C 27-15-13-2
Affected: IC 27-1-2-3;1C 27-1-23-1; IC 27-15-1; IC 27-15-13-1

Sec. 2. The definitions set forth in IC 27-1-2-3, IC 27-1-23-1, and IC 27-15-1 and the following definitions apply throughout
this rule:
(1) "Conversion" means the conversion of a former mutual company pursuant to a plan of conversion.
(2) "Executive officer" means any individual charged with active management and control in an executive capacity, including
apresident, vice president, treasurer, secretary, controller, or any other individual performing functions corresponding to those
performed by the foregoing officers, of a person whether incorporated or unincorporated.
(3) "Institutional investor" means any of the following, whether acting for its own account or the accounts of other
institutional investors:
(A) A depository institution, including a bank, federal savings bank, savings and loan association, or trust company,
regulated and supervised under the laws of the United States or any state.
(B) An insurance company.
(C) A separate account of an insurance company.
(D) An investment company registered under the federal "Investment Company Act of 1940", 15 U.S.C. §§ 80a-1 et

seq.

(E) A business development company as defined in the federal "Investment Company Act of 1940", 15 U.S.C. § 80a-
2(48).

(F) Any private business development company as defined in the federal "Investment Advisers Act of 1940", 15 U.S.C.
§ 80b-2(22).

(G) An employee pension, profit-sharing, or benefit plan if the plan has total assets in excess of twenty-five million
dollars ($25,000,000) or its investment decisions are made by a named fiduciary, as defined in the federal "Employee
Retirement Income Security Act of 1974", 29 U.S.C. § 1002(21), that is a broker-dealer registered under the federal
"Securities Exchange Actof 1934",15U.S.C. § 780, an investment adviser registered or exempt from registration under
the federal "Investment Advisers Act of 1940", 15 U.S.C. § 80b-3, a depository institution, or an insurance company.
(H) An entity, but not an individual, a substantial part of whose business activities consist of investing, purchasing,
selling, or trading in securities of more than one (1) issuer and not of its own issue and that has total assets in excess
of fifty million dollars ($50,000,000) as of the end of its latest fiscal year and in the aggregate owns and invests on a
discretionary basis at least ten million dollars ($10,000,000) of securities of issuers with which it is not affiliated.
(I) A small business investment company licensed under the federal "Small Business Investment Act of 1958", 15
U.S.C. § 681.
(J) Any other qualified institutional buyer as defined in Rule 144A(a)(1) of the Securities and Exchange Commission
or any successor regulation.
The term shall not include the former mutual company, any parent company, or any employee benefit plan or trusts sponsored
by the former mutual or a parent company where no approval under IC 27-15-13-1 is required.
(Department of Insurance; 760 IAC 1-66-2; filed Aug 3, 2001, 4:38 p.m.: 24 IR 3985, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-1IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 IAC 1-66-3 General requirements
Authority: IC 27-15-13-2
Affected: IC 27-15-13

Sec. 3. (a) Not less than ten (10) business days, or such shorter time period as the commissioner may permit, prior to an
institutional investor directly or indirectly acquiring, or agreeing or offering to acquire in any manner the beneficial ownership of
five percent (5%) or more but less than ten percent (10%) of the outstanding shares of any class of a voting security of the former
mutual or any parent company within five (5) years of the effective date of a conversion, the following certificates and documents
shall be filed with the commissioner:

(1) A certificate, signed by the president and the secretary or other executive officers of the former mutual company and any

parent company, in the form provided in section 6 of this rule.

(2) A certificate, signed by two (2) executive officers of the institutional investor, in the form provided in section 7 of this

rule.

(3) Copies of any filings made or received by the former mutual company, parent company, or institutional investor with the

Securities and Exchange Commission relating to the proposed acquisition of the shares.

(4) A copy of any agreement by the institutional investor or any affiliate thereof and the parent company, former mutual

company, or any affiliate thereof concerning the shares or the voting thereof.

(b) Each certificate shall be signed and dated within ten (10) business days prior to the filing. The certificates shall be attached
and submitted by the former mutual company as a single filing along with a cover letter explaining the purpose of the filing.

(c) The former mutual company shall file one (1) originally signed copy and two (2) photocopies of the certificates, other
documents, and cover letter. The filing shall be made by personal delivery or first class mail addressed to: Department of Insurance,
Attention: Chief Examiner, 311 West Washington Street, Suite 300, Indianapolis, Indiana 46204. (Department of Insurance; 760
TAC 1-66-3; filed Aug 3, 2001, 4:38 p.m.: 24 IR 3986, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA,
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 201912 18-IR-
760190497RFA)

760 TAC 1-66-4 Review of filings
Authority: IC 27-15-13-2
Affected: IC 27-1-23-2; IC 27-15-13

Sec. 4. (a) A filing made by a former mutual company in accordance with section 3 of this rule shall be deemed approved by
the commissioner as of the date the department receives the filing.

(b) The commissioner may review filings made under this rule at any time within thirty (30) days after receipt and may issue
a written request for a former mutual company, parent company, or institutional investor to provide any additional information that
may be appropriate to complete such review. The commissioner may, at the same time, order the institutional investor to refrain from
purchasing any shares that, together with shares already beneficially owned by the institutional investor, would give the institutional
investor ownership of five percent (5%) or more of the outstanding shares of any class of voting securities of the former mutual or
parent company. The order shall remain in effect until the earliest of the following:

(1) Sixty (60) days following the date the commissioner received the filing.

(2) The date the commissioner makes a determination under subsection (c).

(3) The date the commissioner otherwise provides the former mutual company and the institutional investor with a written

approval for the acquisition of shares to resume.

(c) The commissioner may disapprove any acquisition of shares made or to be made under this rule only after furnishing the
former mutual company, parent company, and institutional investor with notice and an opportunity to comment or object within thirty
(30) days after the commissioner's receipt of the filing made by the former mutual company. The commissioner may disapprove any
acquisition of shares if the commissioner finds any of the following:

(1) The filing is or was preceded by any filing that was false, omitted material facts, was materially deficient, or otherwise

does not comply with the requirements of section 3 of this rule.

(2) Would not satisfy the requirements of IC 27-1-23-2(e).

(3) Would frustrate the plan of conversion or the amendment to the articles of incorporation as approved by the members of
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the former mutual company and the commissioner.

(4) Was not approved by the boards of directors of the former mutual company and any parent company.

(5) Would not be in the best interest of the policyholders of the former mutual company, without regard to any interest of

policyholders as shareholders of the former mutual company or any parent company.

(d) If the commissioner disapproves an acquisition of shares made or to be made under this rule, the institutional investor may
not, after the date of the disapproval, acquire any shares that, together with shares already beneficially owned by the institutional
investor, would give the institutional investor five percent (5%) or more of the outstanding shares of any class of voting securities
of the former mutual or parent company. The commissioner shall provide written notice of disapproval, including the reason for
disapproval to the former mutual company, parent company, and institutional investor promptly after the finding of disapproval. The
commissioner may also order the institutional investor to divest itself of all shares of the former mutual company or parent company
that equal or exceed five percent (5%) of the shares of any class of voting securities of the former mutual company or parent
company. The institutional investor must complete the divestiture within sixty (60) days after the commissioner's order to divest
unless the commissioner specifies a longer period of time. (Department of Insurance; 760 IAC 1-66-4; filed Aug 3, 2001, 4:38 p.m.:
24 IR 3986, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 TAC 1-66-5 Additional powers of commissioner; prohibition from use of rule based on change in investor's certificate
Authority: IC 27-15-13-2
Affected: IC 27-1-23

Sec. 5. (a) Nothing in this rule shall prevent the commissioner from taking any action necessary for the protection of the
policyholders of the former mutual company upon the commissioner's receipt of a notice of any change in the matters certified as
required by IC 27-15-13-2(b)(2)(C).

(b) An institutional investor that files a notice described in subsection (a) may make no further acquisitions of shares under
this rule if any change reported in such notice would:

(1) make the institutional investor ineligible to use this rule to acquire shares;

(2) require approval under IC 27-1-23; or

(3) otherwise cause the commissioner to disapprove an acquisition of shares.

(Department of Insurance; 760 IAC 1-66-5; filed Aug 3, 2001, 4:38 p.m.: 24 IR 3987, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-1IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 TAC 1-66-6 Certificate of officers of former mutual and parent company
Authority: IC 27-15-13-2
Affected: IC 27-15

Sec. 6. The certificate required under section 3 of this rule from the officers of the former mutual company and any parent
company shall be in the following form:
OFFICERS' CERTIFICATE
Regarding the Proposed Acquisition of Shares of the
Voting Securities of a Former Mutual Insurance
Company or Parent Company
Filed with the
INDIANA INSURANCE COMMISSIONER
By

[Name of Former Mutual Company and any
Parent Company]
A Former Mutual Insurance Company
[and Parent Company]
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Filing in Support of the Acquisition
of 5% or more, but less than 10% of Shares by
[Name of Institutional Investor],
an Institutional Investor under 760 IAC 1-66-2
organized in the State of
On its [their] Own Behalf
Name, title, address, and telephone number
of individuals to whom notices and correspondence
concerning this Certificate should be addressed:

Officers' Certificate

We, [names of President and Secretary of former mutual or other executive officers], as the [titles of executive officers],
respectively, of [insert name of former mutual company], an Indiana stock insurance company duly converted from its previous form
as amutual insurance company in accordance with IC 27-15, and [insert names of parent company's executive officers, if applicable]
as the [titles of executive officers], respectively, of [insert name of parent company], the parent company of [former mutual
company], hereby certify as follows in accordance with 760 IAC 1-66-3.

1. [Institutional investor] organized under the laws of the State of , proposes to acquire beneficial ownership of 5%

or more, but less than 10% of the shares of the [insert information on class of shares, [if any] shares of the voting securities

of [former mutual or parent company], a former mutual insurance company [or parent company].

2. [Institutional investor] is not an "affiliate", as such term is defined in IC 27-1-23-1(b), of [former mutual company] or

[parent company], and to the best of our knowledge, is acquiring the shares in the ordinary course of its business and is not

acquiring those shares with the purpose or effect of changing or influencing the control, management, or policies of [former

mutual company] or [any parent company]. The proposed purchase of shares would not cause or attempt to cause the

substantial lessening of competition in any insurance market in the State of Indiana.

3. The boards of directors of [former mutual company] and [parent company] have approved such acquisition of shares by

[institutional investor] or similar investors at meetings duly called and held on [date of meeting of former mutual company's

board] and [date of meeting of parent company's board], respectively.

IN WITNESS WHEREOF, we have executed this Certificate this [date] of [month], [year].

[Name], [Title]
[Name of former mutual]

[Name], [Title]
[Name of former mutual]

[Name], [Title]
[Name of parent company]

[Name], [Title]

[Name of parent company]

(Department of Insurance; 760 IAC 1-66-6; filed Aug 3, 2001, 4:38 p.m.: 24 IR 3987, readopted filed Nov 27, 2007, 4:01 p.m.:

20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-66-7 Certificate of executive officers of institutional investor
Authority: 1C 27-15-13-2
Affected: 1IC 27-1-23-1
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Sec. 7. The certificate required under section 3 of this rule from the officers of an institutional investor shall be in the
following form:
OFFICERS' CERTIFICATE
Regarding the Proposed Acquisition of Shares
of the Voting Securities of a Former Mutual
Insurance Company or Parent Company
Filed with the
INDIANA INSURANCE COMMISSIONER
By

[Name of Institutional Investor]

An Institutional Investor under 760 IAC 1-66-2
organized in the State of , who proposed to
Acquire Beneficial Ownership of 5% or more,
but less than 10% of the Shares of
[Name of Former Mutual Company],
an Indiana former mutual insurance company
[insert name and description of parent
company, if applicable]

On its [their] Own Behalf
Name, title, address, and telephone number
of individuals to whom notices and correspondence
concerning this Certificate should be addressed:

Officers' Certificate

We, [names of two executive officers of institutional investor], as the [titles of executive officers], respectively, of [insert
name of institutional investor], organized in the State of , hereby certify as follows in accordance with 760 IAC 1-66-3:

1. [Institutional investor] is an "institutional investor," as such term is defined in 760 TAC 1-66-2.

2. [Institutional investor] proposes to acquire beneficial ownership of 5% or more, but less than 10%, of the [insert

information on class of shares, if any] shares of the voting securities of [former mutual or parent company whose shares are

being acquired], an Indiana former mutual insurance company [or parent company].

3. [Institutional investor] will acquire such shares in the ordinary course of its business and not with the purpose or the effect

of changing or influencing the control, management, or policies of [insert name of company whose shares are being acquired].

The proposed purchase of shares is solely for investment purposes and would not cause or attempt to cause the substantially

lessening of competition in any insurance market in the State of Indiana.

4. [Institutional investor] is not an affiliate, as such termis defined in IC 27-1-23-1(b), of [former mutual company] or [parent

company].

5. [Institutional investor] agrees to notify the Indiana Insurance Commissioner ("Commissioner"), [former mutual company]

and [parent company] in writing not less than twenty (20) business days before any change in the matters herein certified, and

comply with any actions required by the Commissioner as a result of such change.

6. [Institutional investor] understands that this Certificate is part of a filing, required by 760 IAC 1-66-3, that is deemed

approved by the Commissioner upon receipt by the Commissioner. However, [institutional investor] also understands that

the Commissioner may, in accordance with 760 IAC 1-66-4, prohibit [institutional investor] from purchasing, or require that

[institutional investor] divest itself of, shares that represent five percent (5%) or more of the shares of [ former mutual or parent

company]. [Institutional investor] agrees to comply with any orders issued by the Commissioner under applicable law or

regulation.

IN WITNESS WHEREOF, we have executed this Certificate this [date] of [month], [year].
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[Name], [Title]
[Name of institutional investor]

[Name], [Title]

[Name of institutional investor]

(Department of Insurance; 760 IAC 1-66-7; filed Aug 3, 2001, 4:38 p.m.: 24 IR 3988, readopted filed Nov 27, 2007, 4:01 p.m.:

20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 67. Privacy of Consumer Information

760 IAC 1-67-1 Applicability and scope
Authority: 1C 27-1-3-7; I1C 27-2-20-3
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; 1C 27-1-23; IC 27-1-25; IC 27-1-33; IC 27-6-6; IC 27-6-
9;1C 27-7-3; IC 27-8-1; 1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 1. (a) This rule applies to nonpublic personal financial information about individuals who obtain or are claimants or
beneficiaries of products or services primarily for personal, family, or household purposes from licensees of the department of
insurance.

(b) This rule does not apply to information about companies or about individuals who:

(1) obtain products or services for business, commercial, or agricultural purposes; or

(2) are claiming benefits under a policy described in subsection (1).

(Department of Insurance; 760 IAC 1-67-1; filed Aug 31, 2001, 9:40 a.m.: 25 IR 85, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-1IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-2 Definitions
Authority: 1C 27-1-3-7; IC 27-2-20-3
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-15.6; 1C 27-1-15.8; IC 27-1-17-2; IC 27-1-23; I1C 27-1-25; IC
27-1-33;1C 27-6-6;1C 27-6-9;1C 27-7-3;1C 27-8-1;,1C 27-8-16; 1C 27-8-17;1C 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 2. The following definitions apply throughout this rule:
(1) "Affiliate" means any company that controls, is controlled by, or is under common control with another company.
(2) "Clear and conspicuous" means that a notice is reasonably understandable and designed to call attention to the nature and
significance of the information in the notice. The following are examples that meet this standard:
(A) A licensee makes its notice reasonably understandable if it does the following:
(1) Presents the information in the notice in clear, concise sentences, paragraphs, and sections.
(i1) Uses short explanatory sentences or bullet lists whenever possible.
(ii1) Uses definite, concrete, everyday words and active voice whenever possible.
(iv) Avoids multiple negatives.
(v) Avoids legal and highly technical business terminology whenever possible.
(vi) Avoids explanations that are imprecise and readily subject to different interpretations.
(B) A licensee designs its notice to call attention to the nature and significance of the information in it if the licensee
does the following:
(1) Uses a plain-language heading to call attention to the notice.
(i) Uses a typeface and type size that are easy to read.
(iii) Provides wide margins and ample line spacing.
(iv) Uses boldface or italics for key words.
(v) In a form that combines the licensee's notice with other information, uses distinctive type size, style, and
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graphic devices, such as shading or sidebars.
(C) If a licensee provides a notice on a Web page, the licensee designs its notice to call attention to the nature and
significance of the information in it if the licensee uses text or visual cues to encourage scrolling down the page if
necessary to view the entire notice and ensure that other elements on the Web site, such as text, graphics, hyperlinks,
or sound, do not distract attention from the notice, and the licensee does either of the following:
(1) Places the notice on a screen that consumers frequently access, such as a page on which transactions are
conducted.
(1) Places a link on a screen that consumers frequently access, such as a page on which transactions are
conducted, that connects directly to the notice and is labeled appropriately to convey the importance, nature, and
relevance of the notice.
(3) "Collect" means to obtain information that the licensee organizes or can retrieve by the name of an individual or by
identifying number, symbol, or other identifying particular assigned to the individual, irrespective of the source of the
underlying information.
(4) "Commissioner" means the commissioner of the Indiana department of insurance.
(5) "Company" means a corporation, limited liability company, business trust, general or limited partnership, association, sole
proprietorship, or similar organization.
(6) "Consumer" means an individual who seeks to obtain, obtains, or has obtained an insurance product or service from a
licensee that is to be used primarily for personal, family, or household purposes, and about whom the licensee has nonpublic
personal information, or that individual's legal representative, including the following:
(A) An individual provides nonpublic personal information to a licensee in connection with obtaining or seeking to
obtain financial, investment, or economic advisory services relating to an insurance product or service is a consumer
regardless of whether the licensee establishes an ongoing advisory relationship.
(B) An applicant for insurance prior to the inception of insurance coverage is a licensee's consumer.
(C) An individual who is a consumer of another financial institution is not a licensee's consumer solely because the
licensee is acting as agent for, or provides processing or other services to, that financial institution.
(D) An individual is a licensee's consumer if the individual is:
(i) a beneficiary of a life insurance policy underwritten by the licensee;
(i1) a claimant under an insurance policy issued by the licensee;
(iii) an insured or an annuitant under an insurance policy or an annuity, respectively, issued by the licensee; or
(iv) a mortgagor of a mortgage covered under a mortgage insurance policy;
and the licensee discloses nonpublic personal financial information about the individual to a nonaffiliated third party
other than as permitted under sections 12 through 14 of this rule.
(E) Provided that the licensee provides the initial, annual, and revised notices under sections 3, 4, and 7 of this rule to
the plan sponsor, group, or blanket insurance policyholder or group annuity contractholder, and further provided that
the licensee does not disclose to a nonaffiliated third party nonpublic personal financial information about such an
individual other than as permitted under sections 12 through 14 of this rule, an individual is not the consumer of the
licensee solely because he or she is:
(1) a participant or a beneficiary of an employee benefit plan that the licensee administers or sponsors or for
which the licensee acts as a trustee, insurer, or fiduciary; or
(i) covered under a group or blanket insurance policy or group annuity contract issued by the licensee.
(F) The individuals described in clause (E) are consumers of a licensee if the licensee does not meet all the conditions
of this subdivision. In no event shall the individuals, solely by virtue of the status described in clause (E), be deemed
to be customers.
(G) Anindividual is not a licensee's consumer solely because he or she is a beneficiary of a trust for which the licensee
is a trustee.
(H) Anindividual is not a licensee's consumer solely because he or she has designated the licensee as trustee for a trust.
(7) "Consumer reporting agency" has the same meaning as Section 603(f) of the federal Fair Credit Reporting Act (15 U.S.C.
1681a(f)).
(8) "Control" means any of the following:
(A) Ownership, control, or power to vote twenty-five percent (25%) or more of the outstanding shares of any class of
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voting security of the company, directly or indirectly, or acting through one (1) or more other persons.
(B) Control in any manner over the election of a majority of the directors, trustees, or general partners (or individuals
exercising similar functions) of the company.
(C) The power to exercise, directly or indirectly, a controlling influence over the management or policies of the
company, as the commissioner determines.
(9) "Customer" means a consumer who has a customer relationship with a licensee. A beneficiary or a claimant shall not be
deemed a customer solely by virtue of his or her status as a beneficiary or a claimant.
(10) "Customer relationship" means a continuing relationship between a consumer and a licensee under which the licensee
provides one (1) or more insurance products or services to the consumer that are to be used primarily for personal, family,
or household purposes, including the following:
(A) A consumer has a continuing relationship with a licensee if the consumer:
(1) is a current policyholder of an insurance product issued by or through the licensee; or
(i1) obtains financial, investment, or economic advisory services relating to an insurance product or service from
the licensee for a fee.
(B) A consumer does not have a continuing relationship with a licensee in any of the following circumstances:
(1) The consumer applies for insurance but does not purchase the insurance.
(i1) The licensee sells the consumer airline travel insurance in an isolated transaction.
(iii) The individual is no longer a current policyholder of an insurance product or no longer obtains insurance
services with or through the licensee.
(iv) The consumer is a beneficiary or claimant under a policy and has submitted a claim under a policy choosing
a settlement option involving an ongoing relationship with the licensee.
(v) The consumer is a beneficiary or a claimant under a policy and has submitted a claim under that policy
choosing a lump sum settlement option.
(vi) The customer's policy is lapsed, expired, or otherwise inactive or dormant under the licensee's business
practices, and the licensee has not communicated with the customer about the relationship for a period of twelve
(12) consecutive months, other than annual privacy notices, material required by law or rule, communication at
the direction of a state or federal authority, or promotional materials.
(vii) The individual is an insured or an annuitant under an insurance policy or annuity, respectively, but is not
the policyholder or owner of the insurance policy or annuity.
(viii) For purposes of this rule, the individual's last known address, according to the licensee's records, is deemed
invalid. An address of record is deemed invalid if mail sent to that address by the licensee has been returned by
the postal authorities as undeliverable and if subsequent attempts by the licensee to obtain a current valid address
for the individual have been unsuccessful.
(11) "Financial institution" means any institution the business of which is engaging in activities that are financial in nature
or incidental to such financial activities as described in Section 4(k) of the Bank Holding Company Act of 1956, 12 U.S.C.
1843 (k). The term does not include any of the following:
(A) Any person or entity with respect to any financial activity that is subject to the jurisdiction of the Commodity
Futures Trading Commission under the Commodity Exchange Act, 7 U.S.C. 1 et seq.
(B) The Federal Agricultural Mortgage Corporation or any entity charged and operating under the Farm Credit Act of
1971, 12 U.S.C. 2001 et seq.
(C) Institutions chartered by Congress specifically to engage in securitizations, secondary market sales (including sales
of servicing rights), or similar transactions related to a transaction of a consumer, as long as the institutions do not sell
or transfer nonpublic personal information to a nonaffiliated third party.
(12) "Financial product or service" means any product or service that a financial holding company could offer by engaging
in an activity that is financial in nature or incidental to such a financial activity under Section 4(k) of the Bank Holding
Company Act of 1956, 12 U.S.C. 1843(k). Financial service includes a financial institution's evaluation or brokerage of
information that the financial institution collects in connection with a request or an application from a consumer for a financial
product or service.
(13) "Health information" means any information or data, except age or gender, whether oral or recorded in any form or
medium, created by or derived from a health care provider or the consumer that relates to any of the following:
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(A) The past, present, or future physical, mental, or behavioral health or condition of an individual.
(B) The provision of health care to an individual.
(C) Payment for the provision of health care to an individual.
(14) "Insurance product or service" means any product or service that is offered by a licensee pursuant to the insurance laws
of this state. Insurance service includes a licensee's evaluation, brokerage, or distribution of information that the licensee
collects in connection with a request or an application from a consumer for an insurance product or service.
(15) "Licensee" means all licensed insurers, health maintenance organizations, agents, producers, and other persons licensed
or required to be licensed, or authorized or required to be authorized, or registered or required to be registered under IC 27.
The following requirements apply:
(A) A licensee is not subject to the notice and opt out requirements for nonpublic personal financial information set
forth in section 1 of this rule, this section, and sections 3 through 15 of this rule if the licensee is an employee, agent,
or other representative of another licensee and:
(i) the other licensee otherwise complies with, and provides the notices required by this rule; and
(i1) the licensee does not disclose any nonpublic personal information to any person other than the principal or
its affiliates in a manner permitted by this rule.
(B) A licensee also includes an unauthorized insurer that accepts business placed through a licensed surplus lines broker
in this state, but only in regard to the surplus lines placements placed pursuant to IC 27-1-15.5-5. A surplus lines broker
or surplus lines insurer shall be deemed to be in compliance with the notice and opt out requirements for nonpublic
personal financial information set forth in section 1 of this rule, this section, and sections 3 through 15 of this rule
provided the following:
(1) The surplus lines agent or insurer does not disclose nonpublic personal information of a consumer or a
customer to nonaffiliated third parties for any purpose, including joint servicing or marketing under section 12
of this rule, except as permitted by section 13 or 14 of this rule.
(i1) The surplus lines agent or insurer delivers a notice to the consumer at the time a customer relationship is
established on which the following is printed in 16-point type:
PRIVACY NOTICE
NEITHER THE U.S. SURPLUS LINES AGENTS THAT HANDLED THIS INSURANCE NOR THE
INSURERS THAT HAVE UNDERWRITTEN THIS INSURANCE WILL DISCLOSE NONPUBLIC
PERSONALINFORMATION CONCERNING THE BUYER TO NONAFFILIATES OF THE BROKERS OR
INSURERS EXCEPT AS PERMITTED BY LAW.
(16) "Nonaffiliated third party" means any person except a licensee's affiliate or a person employed jointly by a licensee and
any company that is not the licensee's affiliate. The term includes either of the following:
(A) The other company that jointly employs the person.
(B) Any company that is an affiliate solely by virtue of the direct or indirect ownership or control of the company by
the licensee or its affiliate in conducting merchant banking or investment banking activities or insurance company
investment activities of the type described in the federal Bank Holding Company Act, 12 U.S.C. 1843(k)(4)(H) and
12 U.S.C. 1843(k)(4)(D).
(17) "Nonpublic personal financial information" means personally identifiable financial information and any list, description,
or other grouping of consumers (and publicly available information pertaining to them) that is derived using any personally
identifiable financial information that is not publicly available, including the following:
(A) The term includes any list of individuals' names and street addresses that is derived in whole or in part using
personally identifiable financial information that is not publicly available, such as account numbers.
(B) The term does not include any of the following:
(1) Health information.
(i1) Publicly available information, except as included on a list described in subdivision (21).
(iii) Any list, description, or other grouping of consumers (and publicly available information pertaining to them)
that is derived without using any personally identifiable financial information that is not publicly available.
(C) The term does not include any list of individuals' names and addresses that contains only publicly available
information, is not derived in whole or in part using personally identifiable financial information that is not publicly
available, and is not disclosed in a manner that indicates that any of the individuals on the list is a consumer of a
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financial institution.
(18) "Nonpublic personal information" means nonpublic personal financial information.
(19) "Personally identifiable financial information" means information a consumer provides to a licensee to obtain an
insurance product or service from the licensee, information about a consumer resulting from a transaction involving an
insurance product or service between a licensee and a consumer, or information the licensee otherwise obtains about a
consumer in connection with providing an insurance product or service to that consumer, including the following:
(A) The term includes the following:
(1) Information a consumer provides to a licensee on an application to obtain an insurance product or service.
(i) Account balance information and payment history.
(iii) The fact that an individual is or has been one of the licensee's customers or has obtained an insurance product
or service from the licensee.
(iv) Any information about the licensee's consumer if it is disclosed in a manner that indicates that the individual
is or has been the licensee's consumer.
(v) Any information that a consumer provides to a licensee or that the licensee or its agent otherwise obtains in
connection with collecting on a loan or servicing a loan.
(vi) Any information the licensee collects through an Internet cookie (an information-collecting device from a
Web server).
(vii) Information from a consumer report.
(B) The term does not include the following:
(1) Health information.
(i1) A list of names and addresses of customers of an entity that is not a financial institution.
(iii) Information that does not identify a consumer, such as aggregate information or blind data that does not
contain personal identifiers, such as account numbers, names, or addresses.
(20) "Producer" means a person licensed under IC 27-1-15.5, IC 27-1-15.6, or IC 27-1-15.8.
(21) "Publicly available information" means any information that a licensee has a reasonable basis to believe is lawfully made
available to the general public from federal, state, or local government records, widely distributed media, or disclosures to
the general public that are required to be made by federal, state, or local law. The following requirements apply:
(A) A licensee has a reasonable basis to believe that information is lawfully made available to the general public if the
licensee has taken steps to determine that the information is of the type that is available to the general public and
whether an individual can direct that the information not be made available to the general public, and, if so, that the
licensee's consumer has not done so.
(B) Publicly available information in government records includes information in government real estate records and
security interest filings.
(C) Publicly available information from widely distributed media includes information from a:
(i) telephone book;
(i1) television;
(iii) radio program;
(iv) newspaper; or
(v) Web site;
that is available to the general public on an unrestricted basis. A Web site is not restricted merely because an Internet
service provider or a site operator requires a fee or a password, so long as access is available to the general public.
(D) A licensee has a reasonable basis to believe that mortgage information is lawfully made available to the general
public if the licensee has determined that the information is of the type included on the public record in the jurisdiction
where the mortgage would be recorded.
(E) A licensee has a reasonable basis to believe that an individual's telephone number is lawfully made available to the
general public if the licensee has located the telephone number in the telephone book or the consumer has informed
you that the telephone number is not unlisted.
(Department of Insurance; 760 IAC 1-67-2; filed Aug 31, 2001, 9:40 a.m.: 25 IR 85, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-1IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 IAC 1-67-3 Initial privacy notice to consumers
Authority: 1C 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1;IC 27-1-17-2; IC 27-1-23; IC 27-1-25; 1C 27-1-33; IC 27-6-6; IC 27-6-
9; IC 27-7-3; 1C 27-8-1; I1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 3. (a) A licensee shall provide a clear and conspicuous notice that accurately reflects its privacy policies and practices
to the following:
(1) An individual who becomes the licensee's customer, not later than when the licensee establishes a customer relationship,
except as provided in subsection (e).
(2) A consumer, before the licensee discloses any nonpublic personal financial information about the consumer to any
nonaffiliated third party, if the licensee makes a disclosure other than as authorized by sections 13 and 14 of this rule.
(b) A licensee is not required to provide an initial notice to a consumer under subsection (a) in either of the following
instances:
(1) The licensee does not disclose any nonpublic personal financial information about the consumer to any nonaffiliated third
party, other than as authorized by sections 13 and 14 of this rule, and the licensee does not have a customer relationship with
the consumer.
(2) A notice has been provided by an affiliated licensee, as long as the notice clearly identifies all licensees to whom the notice
applies and is accurate with respect to the licensee and the other institutions.
(c) A licensee establishes a customer relationship at the time the licensee and the consumer enter into a continuing relationship.
The following are examples of establishing customer relationship:
(1) The consumer becomes a policyholder of a licensee that is an insurer when the insurer delivers an insurance policy or
contract to the consumer, or in the case of a licensee that is an insurance producer or insurance agent, obtains insurance
through that licensee.
(2) The consumer agrees to obtain financial, economic, or investment advisory services relating to insurance products or
services for a fee from the licensee.
(d) When an existing customer obtains a new insurance product or service from a licensee that is to be used primarily for
personal, family, or household purposes, the licensee satisfies the initial notice requirements of subsection (a) if:
(1) the licensee may provide a revised policy notice, under section 7 of this rule, that covers the customer's new insurance
product or service; or
(2) the initial, revised, or annual notice that the licensee most recently provided to that customer was accurate with respect
to the new insurance product or service, the licensee does not need to provide a new privacy notice under subsection (a).
(e) The following are exceptions that allow subsequent delivery of the required notice:
(1) A licensee may provide the initial notice required by subsection (a)(1) within a reasonable time after the licensee
establishes a customer relationship if:
(A) establishing the customer relationship is not at the customer's election; or
(B) providing notice not later than when the licensee establishes a customer relationship would substantially delay the
customer's transaction and the customer agrees to receive the notice at a later time.
(2) The following are examples of exceptions:
(A) Establishing a customer relationship is not at the customer's election if a licensee acquires or is assigned a
customer's policy from another financial institution or residual market mechanism and the customer does not have a
choice about the licensee's acquisition or assignment.
(B) Providing notice not later than when a licensee establishes a customer relationship would substantially delay the
customer's transaction when the licensee and the individual agree over the telephone to enter into a customer
relationship involving prompt delivery of the insurance product or service.
(C) Providing notice not later than when a licensee establishes a customer relationship would not substantially delay
the customer's transaction when the relationship is initiated in person at the licensee's office or through other means
by which the customer may view the notice, such as on a Web site.
(f) When a licensee is required to deliver an initial privacy notice by this section, the licensee shall deliver it according to
section 8 of this rule. If the licensee uses a short-form initial notice for noncustomers according to section 5(d) of this rule, the
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licensee may deliver its privacy notice according to section 5(d)(3) of this rule. (Department of Insurance; 760 IAC 1-67-3; filed
Aug 31, 2001, 9:40 a.m.: 25 IR 89; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov
26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-4 Annual privacy notice to customers
Authority: 1C 27-1-3-7; I1C 27-1-25-14; IC 27-1-33-11; 1C 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1;1C 27-1-17-2; IC 27-1-23; IC 27-1-25; IC 27-1-33; IC 27-6-6; IC 27-6-
9; IC 27-7-3; IC 27-8-1; IC 27-8-16; IC 27-8-17; 1C 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 4. (a) A licensee shall provide a clear and conspicuous notice to customers that accurately reflects its privacy policies and
practices not less than annually during the continuation of the customer relationship as follows:

(1) As used in this section, "annually" means at least once in any period of twelve (12) consecutive months during which that

relationship exists. A licensee may define the twelve (12) consecutive month period, but the licensee shall apply it to the

customer on a consistent basis.

(2) A licensee provides a notice annually if it defines the twelve (12) consecutive month period as a calendar year and provides

the annual notice to the customer once in each calendar year following the calendar year in which the licensee provided the

initial notice. For example, if a customer opens an account on any day of Year 1, the licensee shall provide an annual notice

to that customer by December 31 of Year 2.

(b) A licensee is not required to provide an annual notice to a former customer. As used in this section, "former customer"
means an individual with whom a licensee no longer has a continuing relationship and includes the following:

(1) The individual no longer is a current policyholder of an insurance product or no longer obtains insurance services with or

through the licensee.

(2) The individual's policy is lapsed, expired, or otherwise inactive or dormant under the licensee's business practices, and the

licensee has not communicated with the customer about the relationship for a period of twelve (12) consecutive months, other

than to provide annual privacy notices, material required by law or rule, or promotional materials.

(3) An individual if the individual's last known address according to the licensee's records is deemed invalid. An address of

record is deemed invalid if mail sent to that address by the licensee has been returned by the postal authorities as undeliverable

and if subsequent attempts by the licensee to obtain a current valid address for the individual have been unsuccessful.

(4) In the case of providing real estate settlement services, at the time the customer completes execution of all documents

related to the real estate closing, payment for those services has been received, or the licensee has completed all of its

responsibilities with respect to the settlement, including filing documents on the public record, whichever is later.

(c) When a licensee is required by this section to deliver an annual privacy notice, the licensee shall deliver it according to
section 8 of this rule.

(d) A licensee who:

(1) provides nonpublic personal information to nonaffiliated third parties only in accordance with sections 12 through 14 of

this rule; and

(2) has not changed its policies and practices with regard to disclosing nonpublic personal information from the policies and

practices that were disclosed in the most recent disclosure sent to consumers in accordance with section 3 of this rule or this

section;
shall not be required to provide an annual disclosure under this section until such time as the licensee fails to comply with any criteria
described in this subsection. (Department of Insurance; 760 IAC 1-67-4; filed Aug 31, 2001, 9:40 a.m.: 25 IR 90; readopted filed
Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA;
filed Sep 19, 2019, 3:22 p.m.: 20191016-IR-760190252FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)
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760 IAC 1-67-5 Information to be included in privacy notices
Authority: 1C 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1;IC 27-1-17-2; IC 27-1-23; IC 27-1-25; 1C 27-1-33; IC 27-6-6; IC 27-6-
9; IC 27-7-3; 1C 27-8-1; I1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 5. (a) The initial, annual, and revised privacy notices that a licensee provides under sections 3, 4, and 7 of this rule shall
include each of the following items of information, in addition to any other information the licensee wishes to provide, that applies
to the licensee and to the consumers to whom the licensee sends its privacy notice:

(1) The categories of nonpublic personal financial information that the licensee collects.

(2) The categories of nonpublic personal financial information that the licensee discloses.

(3) The categories of affiliates and nonaffiliated third parties to whom the licensee discloses nonpublic personal financial

information, other than those parties to whom the licensee discloses information under sections 13 and 14 of this rule.

(4) The categories of nonpublic personal financial information about the licensee's former customers that the licensee discloses

and the categories of affiliates and nonaffiliated third parties to whom the licensee discloses nonpublic personal financial

information about the licensee's former customers, other than those parties to whom the licensee discloses information under
sections 13 and 14 of this rule.

(5) If a licensee discloses nonpublic personal financial information to a nonaffiliated third party under section 12 of this rule

(and no other exception in sections 13 and 14 of this rule applies to that disclosure), a separate description of the categories

of information the licensee discloses and the categories of third parties with whom the licensee has contracted.

(6) An explanation of the consumer's right under section 9(a) of this rule to opt out of the disclosure of nonpublic personal

financial information to nonaffiliated third parties, including the methods by which the consumer may exercise that right at

that time.

(7) Any disclosures that the licensee makes under Section 603(d)(2)(A)(iii) of the federal Fair Credit Reporting Act, 15 U.S.C.

1681a(d)(2)(A)(iii), regarding the ability to opt out of disclosures of information among affiliates.

(8) The licensee's policies and practices with respect to protecting the confidentiality and security of nonpublic personal

information.

(9) Any disclosure that the licensee makes under subsection (b).

(b) If a licensee discloses nonpublic personal financial information as authorized under sections 13 and 14 of this rule, the
licensee is not required to list those exceptions in the initial or annual privacy notices required by sections 3 and 4 of this rule. When
describing the categories of parties to whom disclosure is made, the licensee is required to state only that it makes disclosures to
other affiliated or nonaffiliated third parties, as applicable, as permitted by law.

(c) The following are examples:

(1) A licensee satisfies the requirement to categorize the nonpublic personal financial information it collects if the licensee

categorizes it according to the source of the information, as applicable information:

(A) from the consumer;

(B) about the consumer's transactions with the licensee or its affiliates;
(C) about the consumer's transactions with nonaffiliated third parties; and
(D) from a consumer reporting agency.

(2) A licensee satisfies the requirement to categorize nonpublic personal financial information it discloses if the licensee

categorizes the information according to source, as described in subdivision (1), as applicable, and provides a few examples

to illustrate the types of information in each category. These examples might include the following:
(A) Information from the consumer, including application information, such as assets and income and identifying
information, such as name, address, and Social Security number.
(B) Transaction information, such as information about balances, payment history, and parties to the transaction.
(C) Information from consumer reports, such as a consumer's creditworthiness and credit history.

(3) A licensee does not adequately categorize the information that it discloses if the licensee uses only general terms, such

as transaction information about the consumer. If a licensee reserves the right to disclose all of the nonpublic personal

financial information about consumers that it collects, the licensee may simply state that fact without describing the categories
or examples of nonpublic personal information that the licensee discloses.
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(4) A licensee satisfies the requirement to categorize the affiliates and nonaffiliated third parties to which the licensee
discloses nonpublic personal financial information about consumers if the licensee identifies the types of businesses in which
they engage.
(A) Types of businesses may be described by general terms only if the licensee uses a few illustrative examples of
significant lines of business. For example, a licensee may use the term financial products or services if it includes
appropriate examples of significant lines of businesses, such as life insurer, automobile insurer, consumer banking, or
securities brokerage.
(B) A licensee also may categorize the affiliates and nonaffiliated third parties to which it discloses nonpublic personal
financial information about consumers using more detailed categories.
(5) If a licensee discloses nonpublic personal financial information under the exception contained in section 12 of this rule
to a nonaffiliated third party to market products or services that it offers alone or jointly with another financial institution, the
licensee satisfies the disclosure requirement of subsection (a)(5) if it:
(A) lists the categories of nonpublic personal financial information it discloses, using the same categories and examples
the licensee used to meet the requirements of subsection (a)(2), as applicable; and
(B) states whether the third party is a:
(1) service provider that performs marketing services on the licensee's behalf or on behalf of the licensee and
another financial institution; or
(i1) financial institution with whom the licensee has a joint marketing agreement.

(6) If a licensee does not disclose, and does not wish to reserve the right to disclose, nonpublic personal financial information

about customers or former customers to affiliates or nonaffiliated third parties, except as authorized under sections 13 and

14 of this rule, the licensee may simply state that fact, in addition to the information it shall provide under subsections (a)(1),

()(8), (a)(9), and (b).

(7) A licensee describes its policies and practices with respect to protecting the confidentiality and security of nonpublic

personal financial information if it does both of the following:

(A) Describes in general terms who is authorized to have access to the information.

(B) States whether the licensee has security practices and procedures in place to ensure the confidentiality of the
information in accordance with the licensee's policy. The licensee is not required to describe technical information about
the safeguards it uses.

(d) A licensee may satisfy the initial notice requirements of sections 3(a)(2) and 6(c) of this rule for a consumer who is not
a customer by providing a short-form initial notice at the same time as the licensee delivers an opt out notice as required in section
6 of this rule.

(1) A short-form notice shall:

(A) be clear and conspicuous;
(B) state that the licensee's privacy notice is available upon request; and
(C) explain a reasonable means by which the consumer may obtain that notice.

(2) The licensee shall deliver its short-form initial notice according to section 8 of this rule. The licensee is not required to

deliver its privacy notice with its short-form initial notice. The licensee instead may provide the consumer a reasonable means

to obtain its privacy notice. If a consumer who receives the licensee's short-form notice requests the licensee's privacy notice,
the licensee shall deliver its privacy notice according to section § of this rule.

(3) The licensee provides a reasonable means by which a consumer may obtain a copy of its privacy notice if the licensee does

either of the following:

(A) Provides a toll free telephone number that the consumer may call to request the notice.
(B) For a consumer who conducts business in person at the licensee's office, maintains copies of the notice on hand
that the licensee provides to the consumer immediately upon request.

(e) The licensee's notice may include the following:

(1) Categories of nonpublic personal financial information that the licensee reserves the right to disclose in the future, but

does not currently disclose.

(2) Categories of affiliates or nonaffiliated third parties to whom the licensee reserves the right in the future to disclose, but

to whom the license does not currently disclose, nonpublic financial information.

(f) Sample clauses illustrating some of the notice content required by this section are included in section 17 of this rule.
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(Department of Insurance; 760 IAC 1-67-5; filed Aug 31, 2001, 9:40 a.m.: 25 IR 90, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-6 Form of opt out notice to consumers and opt out methods
Authority: 1C 27-1-3-7; IC 27-1-25-14; IC 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; 1C 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; IC 27-1-23; 1C 27-1-25; 1C 27-1-33; IC 27-6-6; 1C 27-6-
9; IC 27-7-3; 1C 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 6. (a) If a licensee is required to provide an opt out notice under section 10(a) of this rule, it shall provide a clear and
conspicuous notice to each of its consumers that accurately explains the right to opt out under that section.
(1) The notice shall state all of the following:
(A) The licensee discloses or reserves the right to disclose nonpublic personal financial information about its consumer
to a nonaffiliated third party.
(B) The consumer has the right to opt out of that disclosure.
(C) A reasonable means by which the consumer may exercise the opt out right.
(2) The following are examples:
(A) A licensee provides adequate notice that the consumer can opt out of the disclosure of nonpublic personal financial
information to a nonaffiliated third party if the licensee does all of the following:
(1) Identifies all of the categories of nonpublic personal financial information that it discloses or reserves the right
to disclose, and all of the categories of nonaffiliated third parties to which the licensee discloses the information,
as described in section 5(a)(2) and 5(a)(3) of this rule.
(i1) States that the consumer can opt out of the disclosure of that information.
(iii) Identifies the insurance products or services that the consumer obtains from the licensee, either singly or
jointly, to which the opt out direction would apply.
(B) A licensee provides a reasonable means to exercise an opt out right if it does any of the following:
(1) Designates check-off boxes in a prominent position on the relevant forms with the opt out notice.
(i1) Includes a reply form together with the opt out notice.
(iii) Provides an electronic means to opt out, such as a form that can be sent via electronic mail or a process at
the licensee's Web site, if the consumer agrees to the electronic delivery of information.
(iv) Provides a toll free telephone number that consumers may call to opt out.
(C) A licensee does not provide a reasonable means of opting out if the only means of opting out:
(1) is for the consumer to write his or her own letter to exercise that opt out right; or
(i) as described in any notice subsequent to the initial notice, is to use a check-off box that the licensee provided
with the initial notice, but did not include with the subsequent notice.
(D) A licensee may require each consumer to opt out through a specific means as long as that means is reasonable for
that consumer.
(b) A licensee may provide the opt out notice together with or on the same written or electronic form as the initial notice the
licensee provides in accordance with section 3 of this rule.
(c) If a licensee provides the opt out notice later than required for the initial notice in accordance with section 3 of this rule,
the licensee shall also include a copy of the initial notice with the opt out notice in writing or, if the consumer agrees, electronically.
(d) The following apply to joint relationships:
(1) If two (2) or more consumers jointly obtain an insurance product or service from a licensee, the licensee may provide a
single opt out notice. The licensee's opt out notice shall explain how the licensee will treat an opt out direction by a joint
consumer.
(2) Any of the joint consumers may exercise the right to opt out. The licensee may either:
(A) treat an opt out direction by a joint consumer as applying to all of the associated joint consumers; or
(B) permit each joint consumer to opt out separately.
(3) If a licensee permits each joint consumer to opt out separately, the licensee shall permit one (1) of the joint consumers to
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opt out on behalf of all of the joint consumers.

(4) A licensee may not require all joint consumers to opt out before it implements any opt out direction.

(5) The following example is illustrative. If John and Mary are both named policyholders on a homeowner's insurance policy

issued by a licensee and the licensee sends policy statements to John's address, the licensee may do any of the following, but

it shall explain in its opt out notice which opt out policy the licensee will follow:
(A) Send a single opt out notice to John's address, but the licensee shall accept an opt out direction from either John
or Mary.
(B) Treat an opt out direction by either John or Mary as applying to the entire policy. If the licensee does so and John
opts out, the licensee may not require Mary to opt out as well before implementing John's opt out direction.
(C) Permit John and Mary to make different opt out directions. If the licensee does so:
(i) it shall permit John and Mary to opt out for each other;
(i1) if both opt out, the licensee shall permit both of them to notify it in a single response; and
(iii) if John opts out and Mary does not, the licensee may only disclose nonpublic personal financial information
about Mary, but not about John and not about John and Mary jointly.

(e) A licensee shall comply with the consumer's opt out direction as soon as reasonably practicable after it is received by the
licensee.

(f) A consumer may exercise the right to opt out at any time.

(g) A consumer's direction to opt out under this section is effective until the consumer revokes it in writing or, if the consumer
agrees, electronically. When a consumer relationship terminates, the customer's opt out direction continues to apply to the nonpublic
personal financial information that the licensee collected during or related to that relationship. If the individual subsequently
establishes a new customer relationship with the licensee, the opt out direction that applied to the former relationship does not apply
to the new relationship.

(h) When a licensee is required to deliver an opt out notice by this section, the licensee shall deliver it according to section
8 of this rule. (Department of Insurance; 760 IAC 1-67-6; filed Aug 31, 2001, 9:40 a.m.: 25 IR 92; readopted filed Nov 27, 2007,
4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed
Nov 19,2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-7 Revised privacy notices
Authority: IC 27-1-3-7; 1C 27-1-25-14; IC 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; 1C 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1;1C 27-1-17-2; 1C 27-1-23; 1C 27-1-25,1C 27-1-33; IC 27-6-6, IC 27-6-
9; IC 27-7-3; IC 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 7. (a) Except as otherwise authorized in this rule, a licensee shall not, directly or through an affiliate, disclose any
nonpublic personal financial information about a consumer to a nonaffiliated third party other than as described in the initial notice
that the licensee provided to that consumer under section 3 of this rule unless the:

(1) licensee has provided to the consumer a clear and conspicuous revised notice that accurately describes its policies and

practices;

(2) licensee has provided to the consumer a new opt out notice;

(3) licensee has given the consumer a reasonable opportunity, before the licensee discloses the information to the nonaffiliated

third party, to opt out of the disclosure; and

(4) consumer does not opt out.

(b) Except as otherwise permitted by sections 12 through 14 of this rule, a licensee shall provide a revised notice before it does
any of the following:

(1) Discloses a new category of nonpublic personal financial information to any nonaffiliated third party.

(2) Discloses nonpublic personal financial information to a new category of nonaffiliated third party.

(3) Discloses nonpublic personal financial information about a former customer to a nonaffiliated third party, if that former

customer has not had the opportunity to exercise an opt out right regarding that disclosure.

(c) A revised notice is not required if the licensee discloses nonpublic personal financial information to a new nonaffiliated
third party that the licensee adequately described in its prior notice.
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(d) When a licensee is required to deliver a revised privacy notice by this section, the licensee shall deliver it according to
section 8 of this rule. (Department of Insurance; 760 IAC 1-67-7; filed Aug 31, 2001, 9:40 a.m.: 25 IR 93, readopted filed Nov 27,
2007,4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-8 Delivery
Authority: IC 27-1-3-7; IC 27-1-25-14; IC 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: IC27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; 1C 27-1-23; IC 27-1-25; I1C 27-1-33; I1C 27-6-6; IC 27-6-
9; IC 27-7-3; 1C 27-8-1; 1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; 1C 27-13

Sec. 8. (a) A licensee shall provide any notices that this rule requires so that each consumer can reasonably be expected to
receive actual notice in writing or, if the consumer agrees, electronically.

(b) A licensee may reasonably expect that a consumer will receive actual notice if the licensee does any of the following:

(1) Hand delivers a printed copy of the notice to the consumer.

(2) Mails a printed copy of the notice to the last known address of the consumer separately, or in a policy, billing, or other

written communication.

(3) For a consumer who conducts transactions electronically, posts the notice on the electronic site and requires the consumer

to acknowledge receipt of the notice as a necessary step to obtaining a particular insurance product or service.

(4) For an isolated transaction with a consumer, such as the licensee providing an insurance quote or selling the consumer

travel insurance, posts the notice and requires the consumer to acknowledge receipt of the notice as a necessary step to

obtaining the particular insurance product or service.

(c) A licensee may not reasonably expect that a consumer will receive actual notice of its privacy policies and practices if it
does either of the following:

(1) Only posts a sign in its office or generally publishes advertisements of its privacy policies and practices.

(2) Sends the notice via electronic mail to a consumer who does not obtain an insurance product or service from the licensee

electronically.

(d) A licensee may reasonably expect that a customer will receive actual notice of the licensee's annual privacy notice if the
customer:

(1) uses the licensee's Web site to access insurance products and services electronically and agrees to receive notices at the

Web site and the licensee posts its current privacy notice continuously in a clear and conspicuous manner on the Web site;

or

(2) has requested that the licensee refrain from sending any information regarding the customer relationship, and the licensee's

current privacy notice remains available to the customer upon request.

(e) A licensee may not provide any notice required by this rule solely by orally explaining the notice, either in person or over
the telephone.

(f) For customers only, a licensee shall provide the initial notice required by section 3(a)(1) of this rule, the annual notice
required by section 4(a) of this rule, and the revised notice required by section 7 of this rule so that the customer can retain them
or obtain them later in writing or, if the customer agrees, electronically. A licensee provides a privacy notice to the customer so that
the customer can retain it or obtain it later if the licensee does any of the following:

(1) Hand delivers a printed copy of the notice to the customer.

(2) Mails a printed copy of the notice to the last known address of the customer.

(3) Makes its current privacy notice available on a Web site (or a link to another Web site) for the customer who obtains an

insurance product or service electronically and agrees to receive the notice at the Web site.

(g) A licensee may provide a joint notice from the licensee and one (1) or more of its affiliates or other financial institutions,
as identified in the notice, as long as the notice is accurate with respect to the licensee and the other institutions. A licensee also may
provide a notice on behalf of another financial institution.

(h) If two (2) or more consumers jointly obtain an insurance product or service from a licensee, the licensee may satisfy the
initial, annual, and revised notice requirements of sections 3(a), 4(a), and 7(a) of this rule, by providing one (1) notice to those
consumers jointly. (Department of Insurance; 760 IAC 1-67-8; filed Aug 31, 2001, 9:40 a.m.: 25 IR 93, readopted filed Nov 27,
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2007,4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-9 Limits on disclosure of nonpublic personal financial information to nonaffiliated third parties
Authority: 1C 27-1-3-7; IC 27-1-25-14; IC 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; I1C 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1; 1C 27-1-17-2; 1C 27-1-23; 1C 27-1-25; IC 27-1-33; IC 27-6-6; IC 27-6-
9;1C 27-7-3; IC 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 9. (a) Except as otherwise authorized in this rule, a licensee may not, directly or through any affiliate, disclose any
nonpublic personal financial information about a consumer to a nonaffiliated third party unless the:

(1) licensee has provided to the consumer an initial notice as required under section 3 of this rule;

(2) licensee has provided to the consumer an opt out notice as required in section 6 of this rule;

(3) licensee has given the consumer a reasonable opportunity, before it discloses the information to the nonaffiliated third

party, to opt out of the disclosure; and

(4) consumer does not opt out.

(b) Opt out means a direction by the consumer that the licensee not disclose nonpublic personal financial information about
that consumer to a nonaffiliated third party, other than as permitted by sections 12 through 14 of this rule.

(c) A licensee provides a consumer with a reasonable opportunity to opt out if the licensee does any of the following:

(1) The licensee mails the notices required in subsection (a) to the consumer and allows the consumer to opt out by mailing

a form, calling a toll free telephone number or any other reasonable means within thirty (30) days from the date the licensee

mailed the notices.

(2) A customer opens an on-line account with a licensee and agrees to receive the notices required in subsection (a)

electronically, and the licensee allows the customer to opt out by any reasonable means within thirty (30) days after the date

that the customer acknowledges receipt of the notices in conjunction with opening the account.

(3) For anisolated transaction, such as providing the consumer with an insurance quote, a licensee provides the consumer with

areasonable opportunity to opt out if the licensee provides the notices required in subsection (a) at the time of the transaction

and requests that the consumer decide, as a necessary part of the transaction, whether to opt out before completing the
transaction.

(d) A licensee shall comply with this section, regardless of whether the licensee and the consumer have established a customer
relationship. Unless a licensee complies with this section, the licensee may not, directly or through any affiliate, disclose any
nonpublic personal financial information about a consumer that the licensee has collected, regardless of whether the licensee
collected it before or after receiving the direction to opt out from the consumer.

(e) A licensee may allow a consumer to select certain nonpublic personal financial information or certain nonaffiliated third
parties with respect to which the consumer wishes to opt out. (Department of Insurance; 760 IAC 1-67-9; filed Aug 31, 2001, 9:40
a.m.: 25 IR 94; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-10 Limits on redisclosure and reuse of nonpublic personal financial information
Authority: 1C 27-1-3-7; I1C 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; 1C 27-1-23; 1C 27-1-25; 1C 27-1-33; IC 27-6-6; IC 27-6-
9; IC 27-7-3; 1C 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 10. (a) If a licensee receives nonpublic personal financial information from a nonaffiliated financial institution under an
exception in section 13 or 14 of this rule, the licensee's disclosure and use of that information is limited as follows:

(1) The licensee may disclose the information to the affiliates of the financial institution from which the licensee received the

information.

(2) The licensee may disclose the information to its affiliates, but the licensee's affiliates may, in turn, disclose and use the

information only to the extent that the licensee may disclose and use the information.
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(3) The licensee may disclose and use the information pursuant to an exception in section 13 or 14 of this rule, in the ordinary

course of business to carry out the activity covered by the exception under which the licensee received the information.
For example, if a licensee receives information from a nonaffiliated financial institution for claims settlement purposes, the licensee
may disclose the information for fraud prevention, or in response to a properly authorized subpoena. The licensee may not disclose
that information to a third party for marketing purposes or use that information for its own marketing purposes.

(b) If a licensee receives nonpublic personal financial information from a nonaffiliated financial institution other than under
an exception in section 13 or 14 of this rule, the licensee may disclose the information only to:

(1) the affiliates of the financial institution from which the licensee received the information;

(2) its affiliates, but its affiliates may, in turn, disclose the information only to the extent that the licensee may disclose the

information; and

(3) any other person, if the disclosure would be lawful if made directly to that person by the financial institution from which

the licensee received the information.
For example, if a licensee obtains a customer list from a nonaffiliated financial institution outside of the exceptions in section 13
or 14 of this rule, the licensee may use that list for its own purposes, and the licensee may disclose that list to another nonaffiliated
third party only if the financial institution from which the licensee purchased the list could have lawfully disclosed the list to that
third party. That is, the licensee may disclose the list in accordance with the privacy policy of the financial institution from which
the licensee received the list, as limited by the opt out direction of each consumer whose nonpublic personal financial information
the licensee intends to disclose, and the licensee may disclose the list in accordance with an exception in section 13 or 14 of this
rule, such as to the licensee's attorneys or accountants.

(c) If a licensee discloses nonpublic personal financial information to a nonaffiliated third party under an exception in section
13 or 14 of this rule, the third party may disclose and use that information only as follows:

(1) The third party may disclose the information to the licensee's affiliates.

(2) The third party may disclose the information to its affiliates, but its affiliates may, in turn, disclose and use the information

only to the extent that the third party may disclose and use the information.

(3) The third party may disclose and use the information pursuant to an exception in section 13 or 14 of this rule in the

ordinary course of business to carry out the activity covered by the exception under which it received the information.

(d) If alicensee discloses nonpublic personal financial information to a nonaffiliated third party other than under an exception
in section 13 or 14 of this rule, the third party may disclose the information only to:

(1) the licensee's affiliates;

(2) the third party's affiliates, but the third party's affiliates, in turn, may disclose the information only to the extent the third

party can disclose the information; and

(3) any other person, if the disclosure would be lawful if the licensee made it directly to that person.
(Department of Insurance; 760 IAC 1-67-10; filed Aug 31, 2001, 9:40 a.m.: 25 IR 95; readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-1IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-11 Limits on sharing account number information for marketing purposes
Authority: IC 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; 1C 27-1-23; IC 27-1-25; 1C 27-1-33; IC 27-6-6; IC 27-6-
9;1C 27-7-3; IC 27-8-1; 1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 11. (a) A licensee shall not, directly or through an affiliate, disclose, other than to a consumer reporting agency, a policy
number or similar form of access number or access code for a consumer's policy or transaction account to any nonaffiliated third
party for use in telemarketing, direct mail marketing, or other marketing through electronic mail to the consumer.

(b) Subsection (a) does not apply if a licensee discloses a policy number or similar form of access number or access code to
any of the following:

(1) The licensee's service provider solely in order to perform marketing for the licensee's own products or services, as long

as the service provider is not authorized to directly initiate charges to the account.

(2) A licensee who is a producer solely in order to perform marketing for the licensee's own products or services.
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(3) A participant in an affinity or similar program where the participants in the program are identified to the customer when

the customer enters into the program.

(c) A policy number, or similar form of access number or access code, does not include a number or code in an encrypted
form, as long as the licensee does not provide the recipient with a means to decode the number or code.

(d) For purposes of this section, a policy or transaction account is an account other than a deposit account or a credit card
account. A policy or transaction account does not include an account to which third parties cannot initiate charges. (Department of
Insurance; 760 IAC 1-67-11; filed Aug 31, 2001, 9:40 a.m.: 25 IR 96, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-
760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

760 TAC 1-67-12 Exception to opt out requirements for disclosure of nonpublic personal financial information for service
providers and joint marketing
Authority: IC 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; 1C 27-1-23; 1C 27-1-25; IC 27-1-33; IC 27-6-6; IC 27-6-
9; IC 27-7-3; IC 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 12. (a) The opt out requirements in sections 6 and 9 of this rule do not apply when a licensee provides nonpublic personal
financial information to a nonaffiliated third party to perform services for the licensee or functions on the licensee's behalf, if the
licensee:

(1) provides the initial notice in accordance with section 3 of this rule; and

(2) enters into a contractual agreement with the third party that prohibits the third party from disclosing or using the

information other than to carry out the purposes for which the licensee disclosed the information, including use under an

exception in section 13 or 14 of this rule in the ordinary course of business to carry out those purposes.
For example, if a licensee discloses nonpublic personal financial information under this section to a financial institution with which
the licensee performs joint marketing, the licensee's contractual agreement with that institution meets the requirements of this
subsection if it prohibits the institution from disclosing or using the nonpublic personal financial information, except as necessary
to carry out the joint marketing or under an exception in section 13 or 14 of this rule in the ordinary course of business to carry out
that joint marketing.

(b) The services anonaffiliated third party performs for a licensee under subsection (a) may include marketing of the licensee's
own products or services or marketing of financial products or services offered pursuant to joint agreements between the licensee
and one (1) or more financial institutions.

(c) As used in this section, "joint agreement" means a written contract pursuant to which a licensee and one (1) or more
financial institutions jointly offer, endorse, or sponsor a financial product or service. (Department of Insurance; 760 IAC 1-67-12;
filed Aug 31, 2001, 9:40 a.m.: 25 IR 96, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed
Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-13 Exceptions to notice and opt out requirements for disclosure of nonpublic personal financial information
for processing and servicing transactions
Authority: IC 27-1-3-7; IC 27-1-25-14; IC 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1; IC 27-1-17-2; IC 27-1-23; IC 27-1-25; 1C 27-1-33; I1C 27-6-6; IC 27-6-
9; IC 27-7-3; 1C 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 13. (a) The requirements for initial notice in section 3(a)(2) of this rule, the opt out in sections 6 and 9 of this rule, and
service providers and joint marketing in section 12 of this rule do not apply if the licensee discloses nonpublic personal financial
information as necessary to effect, administer, or enforce a transaction that a consumer requests or authorizes, or in connection with
any of the following:

(1) Servicing or processing an insurance product or service that a consumer requests or authorizes.

(2) Maintaining or servicing the consumer's account with a licensee, or with another entity as part of a private label credit card
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program or other extension of credit on behalf of such entity.
(3) A proposed or actual securitization, secondary market sale, including sales of servicing rights, or similar transaction related
to a transaction of the consumer.
(4) Reinsurance or stop loss or excess loss insurance.
(5) To provide information to the policyholder or the producer who procured the insurance policy with respect to a claim
under the insurance policy.
(b) As used in this section, "necessary to effect, administer, or enforce a transaction" means that the disclosure is required,
or is either of the following:
(1) One (1) of the lawful or appropriate methods, to enforce the licensee's rights or the rights of other persons engaged in
carrying out the financial transaction or providing the product or service.
(2) A usual, appropriate, or acceptable method to do the following:
(A) Carry out the transaction or the product or service business of which the transaction is a part, and record, service,
or maintain the consumer's account in the ordinary course of providing the insurance product or service.
(B) Administer or service benefits or claims relating to the transaction or the product or service business of which it
is a part.
(C) Provide a confirmation, statement, or other record of the transaction, or information on the status or value of the
insurance product or service to the consumer or the consumer's agent or broker.
(D) Accrue or recognize incentives or bonuses associated with the transaction that are provided by a licensee or any
other party.
(E) Underwrite insurance at the consumer's request or for any of the following purposes as they relate to a consumer's
insurance:
(1) Account administration.
(i1) Reporting.
(iii) Investigating or preventing fraud or material misrepresentation.
(iv) Processing premium payments.
(v) Processing insurance claims.
(vi) Administering insurance benefits, including utilization review activities.
(vii) Participating in research projects.
(viii) As otherwise required or specifically permitted by federal or state law.
(ix) In connection with any of the following:
(AA) Authorization, settlement, billing, processing, clearing, transferring, reconciling, or collection of
amounts charged, debited, or otherwise paid using a debit, credit, or other payment card, check, or account
number, or by other payment means.
(BB) Transfer of receivables, accounts, or interests therein.
(CC) Audit of debit, credit, or other payment information.
(Department of Insurance; 760 IAC 1-67-13; filed Aug 31, 2001, 9:40 a.m.: 25 IR 97; readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA, readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-14 Other exceptions to notice and opt out requirements for disclosure of nonpublic personal financial
information
Authority: IC 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; 1C 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1;1C27-1-17-2; IC 27-1-23; IC 27-1-25; IC 27-1-33; I1C 27-6-6; IC 27-6-
9;1C 27-7-3; IC 27-8-1; 1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 14. (a) The requirements for initial notice to consumers in section 3(a)(2) of this rule, the opt out in sections 6 and 9 of
this rule, and service providers and joint marketing in section 12 of this rule do not apply when a licensee discloses nonpublic
personal financial information as follows:

(1) With the consent or at the direction of the consumer, provided that the consumer has not revoked the consent or direction.
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(2) In any of the following situations:

(A) To protect the confidentiality or security of a licensee's records pertaining to the consumer, service, product, or
transaction.

(B) To protect against or prevent actual or potential fraud or unauthorized transactions.

(C) For required institutional risk control or for resolving consumer disputes or inquiries.

(D) To persons holding a legal or beneficial interest relating to the consumer.

(E) To persons acting in a fiduciary or representative capacity on behalf of the consumer.

(3) To provide information to the following:

(A) Insurance rate advisory organizations.

(B) Guaranty funds or agencies.

(C) Agencies that are rating a licensee.

(D) Persons who are assessing the licensee's compliance with industry standards.
(E) The licensee's attorneys, accountants, and auditors.

(4) To the extent specifically permitted or required under other provisions of law and in accordance with the federal Right

to Privacy Act of 1978 (12 U.S.C. 3401 et seq.), to law enforcement agencies, including the Federal Reserve Board, Office

of the Comptroller of the Currency, Federal Deposit Insurance Corporation, Office of Thrift Supervision, National Credit

Union Administration, the Securities and Exchange Commission, the Secretary of the Treasury, with respect to 31 U.S.C.

Chapter 53, Subchapter II (Records and Reports on Monetary Instruments and Transactions) and 12 U.S.C. Chapter 21

(Financial Recordkeeping), a state insurance authority, and the Federal Trade Commission, self-regulatory organization or

for an investigation on a matter related to public safety.

(5) To a consumer reporting agency in accordance with the federal Fair Credit Reporting Act (15 U.S.C. 1681 et seq.) or from

a consumer report reported by a consumer reporting agency.

(6) In connection with a proposed or actual sale, merger, transfer, or exchange of all or a portion of a business or operating

unit if the disclosure of nonpublic personal financial information concerns solely consumers of the business or unit.

(7) To comply with or respond to any of the following:

(A) Federal, state, or local laws, rules, and other applicable legal requirements.

(B) Properly authorized civil, criminal, or regulatory investigation, or subpoena, or summons by federal, state, or local
authorities.

(C) Judicial process or governmental regulatory authorities having jurisdiction over a licensee for examination,
compliance, or other purposes as authorized by law.

(8) For purposes related to the replacement of a group benefit plan, a group health plan, a group welfare plan, or a workers'

compensation plan.

(b) A consumer may revoke consent by subsequently exercising the right to opt out of future disclosures of nonpublic personal
information as permitted under section 6(f) of this rule. (Department of Insurance; 760 IAC 1-67-14; filed Aug 31, 2001, 9:40 a.m.:
25 IR 97; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-1IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-15 Protection of Fair Credit Reporting Act
Authority: 1C 27-1-3-7; IC 27-2-20-3
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; 1C 27-1-23; IC 27-1-25; 1C 27-1-33; IC 27-6-6; IC 27-6-
9;1C 27-7-3; IC 27-8-1; 1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 15. Nothing in this rule shall be construed to modify, limit, or supersede the operation of the federal Fair Credit Reporting

Act, 15 U.S.C. 1681 et seq., and no inference shall be drawn on the basis of the provisions of this rule regarding whether information

is transaction or experience information under Section 603 of the Fair Credit Reporting Act. (Department of Insurance, 760 IAC

1-67-15; filed Aug 31, 2001, 9:40 a.m.: 25 IR 98, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted

filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)
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760 IAC 1-67-16 Nondiscrimination
Authority: 1C 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C27-1-17-2;1C 27-1-23;1C 27-1-25;1C 27-1-33; 1C 27-6-6; 1C 27-6-
9; IC 27-7-3; I1C 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 16. A licensee shall not unfairly discriminate against any consumer or customer because that consumer or customer has
opted out from the disclosure of his or her nonpublic personal financial information. (Department of Insurance; 760 IAC 1-67-16;
filed Aug 31, 2001, 9:40 a.m.: 25 IR 98; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed
Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA, readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-17 Sample clauses
Authority: IC 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2; 1C 27-1-23; 1C 27-1-25; IC 27-1-33; IC 27-6-6; IC 27-6-
9; IC 27-7-3; IC 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 17. (a) A licensee may use the following statement, as applicable, to meet the requirements of section 5(a)(1) of this rule,
to describe the categories of nonpublic personal information the licensee collects, "We collect nonpublic personal information about
you from the following sources:

(1) Information we receive from you on applications or other forms.

(2) Information about your transactions with us, our affiliates, or others.

(3) Information we receive from a consumer reporting agency.".

(b) A licensee may use one (1) of the statements in this subsection, as applicable, to meet the requirement of section 5(a)(2)
of this rule, to describe the categories of nonpublic personal information the licensee discloses. The licensee may use either of the
following statements if it discloses nonpublic personal information other than as permitted by the exceptions in sections 12 through
14 of this rule:

(1) "We may disclose the following kinds of nonpublic personal information about you:

(A) Information we receive from you on applications or other forms, such as (provide illustrative examples, such as
'your name, address, Social Security number, assets, income, and beneficiaries').

(B) Information about your transactions with us, our affiliates, or others, such as (provide illustrative example, such
as 'your policy coverage, premiums, and payment history").

(C) Information we receive from a consumer reporting agency, such as (provide illustrative examples, such as 'your
creditworthiness and credit history").".

(2) "We may disclose all of the information that we collect, as described (describe location in the notice, such as 'above' or

'below").".

(c) A licensee may use the statement is this subsection, as applicable, to meet the requirements of section 5(a)(2), 5(a)(3), and
5(a)(4) of this rule, to describe the categories of nonpublic personal information about customers and former customers that the
licensee discloses and the categories of affiliates and nonaffiliated third parties to whom the licensee discloses. A licensee may use
the following statement if the licensee does not disclose nonpublic personal information to any party, other than as permitted by the
exceptions in sections 13 and 14 of this rule, "We do not disclose any nonpublic personal information about our customers or former
customers to anyone, except as permitted by law.".

(d) A licensee may use the statement in this subsection, as applicable, to meet the requirement of section 5(a)(3) of this rule,
to describe the categories of affiliates and nonaffiliated third parties to whom the licensee discloses nonpublic personal information.
The following statement may be used if the licensee discloses nonpublic personal information other than as permitted by the
exceptions in sections 12 through 14 of this rule, as well as when permitted by the exceptions in sections 13 and 14 of this rule, "We
may disclose nonpublic personal information about you to the following types of third parties:

(1) Financial service providers, such as (provide illustrative examples, such as 'life insurers, automobile insurers, mortgage

bankers, securities broker-dealers, and insurance agents').

(2) Nonfinancial companies, such as (provide illustrative examples, such as 'retailers, direct marketers, airlines, and
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publishers').

(3) Others, such as (provide illustrative examples, such as 'nonprofit organizations').

We may also disclose nonpublic personal information about you to nonaffiliated third parties as permitted by law.".

(e) A licensee may use one (1) of the statements in this subsection, as applicable, to meet the requirements of section 5(a)(5)
of this rule, related to the exception for service providers and joint marketers in section 12 of this rule. The licensee may use either
of the following statements, if a licensee discloses nonpublic personal information under the exception in section 12 of this rule,
the licensee shall describe the categories of nonpublic personal information the licensee discloses and the categories of third parties
with which the licensee has contracted:

(1) "We may disclose the following information to companies that perform marketing services on our behalf or to other

financial institutions with which we have joint marketing agreements:

(A) Information we receive from you on applications or other forms, such as (provide illustrative examples, such as
'your name, address, Social Security number, assets, income, and beneficiaries').

(B) Information about your transactions with us, our affiliates or others, such as (provide illustrative examples, such
as 'your policy coverage, premium, and payment history').

(C) Information we receive from a consumer reporting agency, such as (provide illustrative examples, such as 'your
creditworthiness and credit history").".

(2) "We may disclose all of the information we collect, as described (describe location in the notice, such as 'above' or 'below")

to companies that perform marketing services on our behalf or to other financial institutions with whom we have joint

marketing agreements.".

(f) A licensee may use the statement in this subsection, as applicable, to meet the requirement of section 5(a)(6) of this rule,
to provide an explanation of the consumer's right to opt out of the disclosure of nonpublic personal information to nonaffiliated third
parties, including the method or methods by which the consumer may exercise that right. The licensee may use the followings
statement if the licensee discloses nonpublic personal information other than as permitted by the exceptions in sections 12 through
14 of this rule, "If you prefer that we do not disclose nonpublic personal financial information about you to nonaffiliated third
parties, you may opt out of those disclosures, that is, you may direct us not to make those disclosures (other than disclosures required
by law). If you wish to opt out of disclosures to third parties, you may (describe reasonable means of opting out, such as 'call the
following toll free number: (insert number)').".

(g) A licensee may use the following statement, as applicable, to meet the requirement of section 5(a)(8) of this rule to describe
its policies and practices with respect to protecting the confidentiality and security of nonpublic personal information, "We restrict
access to nonpublic personal information about you to (provide an appropriate description, such as 'those employees who need to
know that information to provide products or services to you'). We maintain physical, electronic, and procedural safeguards that
comply with federal regulations to guard your nonpublic personal information.". (Department of Insurance; 760 IAC 1-67-17; filed
Aug 31, 2001, 9:40 a.m.: 25 IR 98, readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov
26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-18 Violation
Authority: IC 27-1-3-7; IC 27-1-25-14; IC 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1;1C 27-1-17-2;1C 27-1-23;IC 27-1-25;1C 27-1-33; IC 27-4-1;IC 27-6-
6; 1C 27-6-9; 1C 27-7-3; IC 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 18. A violation of this rule is deemed an unfair method of competition and an unfair and deceptive act and practice in
the business of insurance subject to the provisions of IC 27-4-1. (Department of Insurance; 760 IAC 1-67-18; filed Aug 31, 2001,
9:40 a.m.: 25 IR 100; readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43
p-m.: 20131225-1R-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 TAC 1-67-19 Severability
Authority: 1C 27-1-3-7; IC 27-1-25-14; 1C 27-1-33-11; IC 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C27-1-13-1;IC 27-1-17-2; IC 27-1-23; IC 27-1-25; 1C 27-1-33; IC 27-6-6; IC 27-6-
9; IC 27-7-3; 1C 27-8-1; I1C 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 19. If any section or portion of a section of this rule or its applicability to any person or circumstance is held invalid by
a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not be affected.
(Department of Insurance; 760 IAC 1-67-19; filed Aug 31, 2001, 9:40 a.m.: 25 IR 100, readopted filed Nov 27, 2007, 4:01 p.m.:
20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19,
2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-67-20 Effective date
Authority: IC 27-1-3-7; I1C 27-1-25-14; 1C 27-1-33-11; I1C 27-2-20-3; IC 27-8-16-14; IC 27-8-17-20; IC 27-8-19.8-26; IC
27-13-10-13
Affected: 1C27-1-7-2;1C27-1-12-1;1C 27-1-13-1;1C 27-1-17-2;1C 27-1-23;1C 27-1-25;1C 27-1-33; 1C 27-6-6,; 1C 27-6-
9; IC 27-7-3; I1C 27-8-1; IC 27-8-16; IC 27-8-17; IC 27-8-19.8; IC 27-10-3; IC 27-13

Sec. 20. (a) This rule is effective thirty (30) days after filing with the secretary of state's office. In order provide sufficient
time for licensees to establish policies and systems to comply with the requirements of this rule, the commissioner has extended the
time for compliance with this rule until July 1, 2001.

(b) By July 1, 2001, a licensee shall provide an initial notice, as required by section 3 of this rule, to consumers who are the
licensee's customers on July 1, 2001.

(c) Until July 1, 2002, a contract that a licensee has entered into with a nonaffiliated third party to perform services for the
licensee or functions on the licensee's behalf satisfies the provision of section 12(a) of this rule, even if the contract does not include
arequirement that the third party maintain the confidentiality of nonpublic personal information, as long as the licensee entered into
the agreement on or before July 1, 2000. (Department of Insurance; 760 IAC 1-67-20; filed Aug 31, 2001, 9:40 a.m.: 25 IR 100;
readopted filed Nov 27, 2007, 4:01 p.m.: 20071226-IR-760070717RFA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-
760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 68. Multiple Employer Welfare Arrangements

760 IAC 1-68-1 Definitions
Authority: 1C 27-1-34-9
Affected: IC 27-1-34-1;1C 27-16-2-13

Sec. 1. The following definitions apply throughout this rule:
(1) "Affiliate of" or "affiliated with", a specific person, means a person that directly, or indirectly through one (1) or more
intermediaries:
(A) controls;
(B) is controlled by; or
(C) is under common control with;
the person specified.
(2) "Commissioner" means the commissioner of the department.
(3) "Creditable coverage" has the meaning set forth in the federal Health Insurance Portability and Accountability Act of 1996
(26 U.S.C. 9801(c)(1)).
(4) "Department" means the Indiana department of insurance.
(5) "Fund balance" means the total assets in excess of total liabilities, except that assets pledged to secure debts not reflected
on the books of the multiple employer welfare arrangement are not included in the fund balance. The term includes other:
(A) contributed capital,
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(B) retained earnings;
(C) subordinated debt; and
(D) supplemental contribution fund assets.
(6) "Health benefit plan" means any plan that provides benefits for health care services. The term does not include the
following:
(A) Accident-only or disability income insurance or a combination of accident-only and disability income insurance.
(B) Credit only insurance.
(C) Disability insurance.
(D) Coverage for a specified disease or illness.
(E) Medicare supplement policies.
(F) Long term care coverage.
(G) Workers' compensation insurance.
(H) A jointly managed trust authorized under 29 U.S.C. 141 et seq. with a plan of benefits for employees negotiated
in a collective bargaining agreement governing wages, hours, and working conditions of the employees as authorized
under 29 U.S.C. 157.
(I) Hospital indemnity or fixed indemnity insurance.
(J) Reinsurance contract issued on a stop-loss, quota-share, or similar basis.
(K) Short term major medical contracts.
(L) Liability insurance.
(7) "Multiple employer welfare arrangement" or "MEWA" has the meaning set forth in IC 27-1-34-1. The term does not
include a professional employer organization as defined by IC 27-16-1-13 and registered under IC 27-16.
(8) "Participant criteria" means any criteria or rules established by an employer to determine the employees who are eligible
for enrollment, including continued enrollment, under the terms of a health benefit plan.
(9) "Participation agreement" means the document pursuant to which an employer undertakes and agrees to fulfill obligations
as a member of the MEWA.
(10) "Qualified actuary" means an actuary who:
(A) is not an employee of the MEWA; and
(B) is:
(i) a fellow of the Society of Actuaries;
(i1) a member of the American Academy of Actuaries; or
(iii) an enrolled actuary under the Employee Retirement Income Security Act of 1974 (29 U.S.C. 1001, et seq.).
(11) "Qualified financial institution" means an institution that:
(A) is organized or, in the case of a United States branch or agency office of a foreign banking organization, is licensed
under the laws of the United States or any state;
(B) has been granted authority to operate with fiduciary powers; and
(C) is regulated, supervised, and examined by federal or state authorities having regulatory authority over banks and
trust companies.
(12) "Supplemental contribution fund" means a segregated fund consisting of cash or cash equivalents that may be utilized
by the MEWA to satisfy 760 IAC 1-68-2(d)(8) [section 2(d)(8) of this rule]. AMEW A is permitted to access funds contained
in its supplemental contribution fund during the fiscal year provided that the funds are utilized only to pay outstanding claims.
(Department of Insurance; 760 IAC 1-68-1; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3035, filed Mar 7, 2006, 2:00 p.m.: 29 IR 2186,
readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 TAC 1-68-2 Certificate of registration
Authority: IC 27-1-34-9
Affected: IC 4-21.5-5;1C 27-1-25; 1C 27-1-34; IC 27-16-2-13

Sec. 2. (a) A MEWA may not engage in business in Indiana without first obtaining a certificate of registration from the
department.
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(b) To obtain a certificate of registration, a MEW A shall submit an application for a certificate of registration. The application
shall be on a form prescribed by the department. The application shall be completed and submitted along with the following
information:

(1) Copies of all articles, bylaws, agreements, trusts, or other documents describing the rights and obligations of employers,

employees, and beneficiaries.

(2) Audited financial statements of the MEWA and a projection of the assets, liabilities, income, and expenses of the MEWA

for the next twelve (12) months.

(3) Proof of a fidelity bond, which shall protect against acts of fraud or dishonesty in servicing the MEWA, covering each

person responsible for servicing the MEWA in an amount equal to:

(A) the greater of ten percent (10%) of the premiums and contributions received by the MEWA; or
(B) ten percent (10%) of the benefits paid;

during the preceding calendar year, with a minimum of ten thousand dollars ($10,000) and a maximum of five hundred

thousand dollars ($500,000). No additional bond shall be required of a third party administrator licensed under IC 27-1-25.

(4) A business plan for the MEWA, including the proposed marketing and sales plan and documents.

(5) An opinion from a qualified actuary satisfactory to the commissioner showing that the MEWA will be operated in

accordance with sound actuarial principles.

(6) A certification by the applicant that the:

(A) MEWA is in compliance with all applicable provisions of the Employee Retirement Income Security Act of 1974
(29 U.S.C. Section 1001 et seq.); or

(B) applicant is exempt from the Employee Retirement Income Security Act of 1974 including the basis for the asserted
exemption.

(7) Copies of the following:

(A) Plan documents.

(B) Evidence of coverage.

(C) Organizational chart illustrating all entities affiliated with the MEWA.
(D) Agreements with service providers.

(8) A statement of the costs of coverage to be charged, including an itemization of amounts for administration, reserves, and

other expenses associated with operation of the MEWA.

(9) Names and addresses of the following:

(A) The association or group of employers sponsoring the MEWA.
(B) The members of the board of trustees or directors, as applicable, of the MEWA. Biographical affidavits shall be
submitted on the form prescribed by the National Association of Insurance Commissioners for insurers for the
following:

(1) The members of the board of trustees or directors, as applicable.

(i1) All other persons with decision making authority for the MEWA.
(C) If not an association, at least two (2) employers.

(10) The application fee required by section 17 of this rule.

(¢) The commissioner shall:

(1) examine the application and documents submitted by the applicant; and

(2) have the power to:

(A) conduct any investigation the commissioner may deem necessary; and

(B) examine under oath any persons interested in or connected with the MEWA.
The commissioner may request any additional information that he or she deems relevant to the application. A certificate of
registration will not be issued until the commissioner approves the MEWA's application.

(d) To meet the requirements for approval of an application for a certificate of registration, a MEWA must meet all of the
following conditions:

(1) The employers in the MEW A must be members of an association or group of two (2) or more businesses in the same trade

or industry, including closely related businesses that provide support, services, or supplies primarily to that trade or industry.

If an association, the association must:

(A) be engaged in substantial activity for its members other than sponsorship of an employee welfare benefit plan; and
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(B) have been in existence for a period of not less than two (2) years before engaging in any activities relating to the
provision of employee health benefits to its members.
(2) The MEWA must be:
(A) controlled and sponsored directly by participating employers or participating employees, or both; and
(B) operated pursuant to a trust agreement by a board of trustees that:
(1) has complete fiscal control over the MEWA; and
(ii) is responsible for all operations of the MEWA.
The trustees must be owners, partners, officers, directors, or employees of employers in the MEWA. The trustees must be
equitably divided through the participating employers.
(3) The MEWA must be a not-for-profit organization.
(4) Coverage under the MEW A must not be offered to persons or groups other than participating employers and, in the event
of an association, the sponsoring association.
(5) The MEWA must have:
(A) within its own organization adequate facilities and competent personnel, as determined by the commissioner, to
service the employee benefit plan; or
(B) contracted with a third party administrator holding a certificate of registration under IC 27-1-25.
(6) The MEW A must have applications from not fewer than two (2) employers and plan to provide similar benefits for not
fewer than two hundred (200) participating employees. The annual gross premiums of or contributions to the plan must not
be less than:
(A) twenty thousand dollars ($20,000) for a plan that provides only vision benefits;
(B) seventy-five thousand dollars ($75,000) for a plan that provides only dental benefits; and
(C) two hundred thousand dollars ($200,000) for all other plans.
(7) The MEWA, other than a dental or vision, or both, only MEWA, must possess a written commitment, binder, or policy
for stop-loss insurance issued by an insurer authorized to do business in this state providing the following:
(A) Not less than sixty (60) days' notice to the commissioner of any cancellation or nonrenewal of coverage.
(B) Both specific and aggregate coverage with an aggregate retention of not more than one hundred twenty-five percent
(125%) of the amount of expected claims for the next plan year and a specific retention amount annually determined
by the actuarial report required by section 9 of this rule.
Both the specific and the aggregate coverage must require all claims to be submitted within ninety (90) days after the claim
is incurred and provide a twelve (12) month claims incurred period and a fifteen (15) month paid claims period for each policy
year.
(8) The contributions must be set to fund at least one hundred percent (100%) of the aggregate retention plus all other costs
of the MEWA. Amounts contained in a supplemental contribution fund are considered to be contributions that may be utilized
by the MEWA to satisfy this requirement.
(9) The MEWA must do the following:
(A) Establish a procedure acceptable to the commissioner for the following:
(1) Handling claims for benefits in the event of dissolution of the MEWA.
(i1) The routine handling of claims.
(B) Obtain the required bond.
(C) Be operated in accordance with sound actuarial principles.
(10) All funds of the MEWA must be held in trust in the name of the MEWA in a qualified financial institution.
(11) The MEWA''s participation application and participation agreement must contain the language required by section 16
of this rule.
(e) A denial of an application shall:
(1) be in writing;
(2) specify the reasons for denial; and
(3) provide notice of the applicant's right to request a hearing.
Any request for a hearing shall be submitted within thirty (30) days of receipt of the department's denial. A final order of the
commissioner is a final order subject to judicial review under IC 4-21.5-5.
(f) A MEWA in existence on January 1, 2003, shall do the following:
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(1) File notice with the commissioner by July 1, 2003, of its intent to apply for an initial certificate of registration.

(2) File for its initial certificate of registration by October 1, 2003.

The MEWA may continue to conduct business until the certificate of registration is granted or denied by the commissioner.

(g) A professional employer organization as defined by IC 27-16-2-13 that maintains a self-funded health benefit plan that
was registered under this rule as MEWA on July 1, 2005, and continues to comply with the provisions is deemed to be in compliance
with IC 27-16 regarding its self-insured health benefit plan until the effective date of rules adopted by the commissioner regarding
professional employer organizations under IC 27-16. (Department of Insurance; 760 IAC 1-68-2; filed Apr 15, 2003, 2:20 p.m.:
26 IR 3036; filed Mar 7, 2006, 2:00 p.m.: 29 IR 2187, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA;
readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-3 Eligibility
Authority: IC 27-1-34-9
Affected: IC 27-1-34

Sec. 3. A MEWA may only provide benefits to active or retired owner, officers, directors, or employees of or partners in
participating employers, or the dependents of such persons, except as otherwise limited by the Employee Retirement Income Security
Act of 1974 (29 U.S.C. 1001 et seq.). (Department of Insurance; 760 IAC 1-68-3; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3038;
readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 IAC 1-68-4 Coverage requirements
Authority: IC 27-1-34-9
Affected: 1C 25-22.5;1C 25-29; 1C 27-1-34

Sec. 4. (a) A MEWA:

(1) may refuse to provide coverage to an employer employing fifty (50) or more employees in accordance with the MEWA's

underwriting standards and criteria;

(2) shall accept or reject the entire group of individuals who meet the participation criteria and who choose coverage; and

(3) may exclude only those individuals who have declined coverage.

Denial by a MEWA of an application for coverage from an employer must be in writing and must state the reason or reasons for
the denial.

(b) A MEWA must provide coverage to any employer that:

(1) meets the participating employer criteria; and

(2) employs two (2) to fifty (50) employees;
unless the MEWA has adopted a resolution closing enrollment for a period of not less than two (2) years.

(c) Upon issuance of coverage to any employer, each MEWA shall provide coverage to the employees who meet the
participation criteria established by the terms of the plan document without regard to an individual's health status related factors.
The participation criteria may not be based on health status factors.

(d) The MEWA shall obtain a written waiver for each employee who:

(1) meets the participation criteria; and

(2) declines coverage under the MEWA.

The waiver must ensure that the employee was not induced or pressured into declining coverage because of the employee's or a
dependent's health status.

(e) A MEWA may not provide coverage to an employer or the employees of an employer if the MEWA or an agent for the
MEWA knows that the employer has induced or pressured:

(1) an employee who meets the participation criteria; or

(2) a dependent of the employee;
to decline coverage because of that individual's health status.

(f) AMEW A may require an employer to meet minimum contribution or participation requirements as a condition of issuance
and renewal in accordance with the terms of the MEWA's plan document. Those requirements shall be as follows:
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(1) Stated in the plan document.
(2) Applied uniformly to each employer offered or issued coverage by the MEWA.
(g) The initial enrollment period for employees meeting the participation criteria must be at least thirty-one (31) days. If
dependent coverage is offered, the dependent's open enrollment must also comply with this time period.
(h) A MEWA may establish a waiting period during which a new employee is not eligible for coverage in accordance with
the plan document.
(i) A MEWA's plan document may not, by use of a rider or amendment applicable to a specific individual, limit or exclude
coverage by type of illness, treatment, medical condition, or accident, except for preexisting conditions as follows:
(1) A preexisting condition provision in a MEWA may not apply to an expense incurred on or after the expiration of the
twelve (12) months following the initial effective date of coverage of the participating employee or dependent. However, this
time period may be extended to eighteen (18) months for a late enrollee as defined in the federal Health Insurance Portability
and Accountability Act of 1996.
(2) A preexisting condition provision in a MEWA plan document may not apply to coverage for a disease or condition other
than a disease or condition for which medical advice, diagnosis, care, or treatment was recommended or received during the
six (6) months before the earlier of the:
(A) effective date of coverage; or
(B) first day of the waiting period.
(3) A MEWA shall not treat genetic information as a preexisting condition in the absence of a diagnosis of the condition
related to the information.
(4) A MEWA shall not treat a pregnancy as a preexisting condition.
(5) A preexisting condition provision in a MEWA's plan document may not apply to an individual who was continuously
covered for a period of twelve (12) months under creditable coverage that was in effect up to a date not more than sixty-three
(63) days before the effective date of coverage under the health benefit plan, excluding any waiting period.
(6) In determining whether a preexisting condition provision applies to an individual covered by a MEWA's plan document,
the MEW A shall credit the time the individual was covered under previous creditable coverage if the previous coverage was
in effect at any time during the twelve (12) months preceding the effective date of coverage under the MEWA. If the previous
coverage was issued under a health benefit plan, any waiting period shall also be credited to the preexisting condition
provision period.
(7) This section does not preclude application of any waiting period applicable to all new participating employees under the
health benefit plan in accordance with the terms of the MEWA's plan document.
(j) A MEWA shall provide that the benefits applicable to an individual or family member shall be payable with respect to a
newly born or adopted child of an insured. The coverage shall:
(1) consist of coverage of injury or sickness, including the necessary care and treatment of medically diagnosed congenital
defects and birth abnormalities; and
(2) include, but not be limited to, benefits for inpatient or outpatient expenses arising from medical and dental treatment
(including orthodontic and oral surgery treatment) involved in the management of birth defects known as cleft lip and cleft
palate.
If payment of a specific premium or fee is required to provide coverage for a child, the policy or contract may require that
notification of the birth or adoption and payment of the required premium or fee must be furnished to the MEW A within thirty-one
(31) days after the date of birth or adoption in order to have continuous coverage beyond the thirty-one (31) day period.
(k) Coverage offered by the MEWA shall comply with the following:
(1) The federal Women's Health and Cancer Rights Act.
(2) The federal Mental Health Parity Act.
(3) The federal Pregnancy Discrimination Act.
(1) The MEWA shall comply with the federal Health Insurance Portability and Accountability Act of 1996.
(m) The MEWA shall provide coverage for the following:
(1) The medically necessary treatment for diabetes, including medically necessary supplies and equipment as ordered in
writing by a:
(A) physician licensed under IC 25-22.5; or
(B) podiatrist licensed under IC 25-29;

Indiana Administrative Code 2020 Edition Page 335



DEPARTMENT OF INSURANCE

subject to general provisions of the health benefit plan.

(2) At least one (1) prostate specific antigen test annually for an insured who is:
(A) at least fifty (50) years of age; or
(B) younger than fifty (50) years of age and at high risk for prostate cancer according to the most recent published
guidelines of the American Cancer Society.

(3) Colorectal cancer examinations and laboratory tests for cancer for any nonsymptomatic insured, in accordance with the

current American Cancer Society guidelines for a covered individual who is:

(A) fifty (50) years of age; or
(B) less than fifty (50) years of age and at high risk for colorectal cancer according to the most recent published
guidelines of the American Cancer Society.

(n) A MEWA may not deny enrollment of a child of a covered individual because the child was born out of wedlock, the child
is not claimed as a dependent on the parent's federal income tax return, or the child does not reside with the parent or in the MEWA's
service area. Whenever a child of a noncustodial parent is eligible for coverage with or covered by the MEWA, the MEWA shall
do the following:

(1) Provide any information to the custodial parent that is necessary for the child to obtain benefits through the MEWA.

(2) Permit the custodial parent, or the provider of medical services with the custodial parent's approval, to submit claims for

covered services without the approval of the noncustodial parent.

(3) Make payments on insurance claims submitted under subdivision (2) directly to the:

(A) custodial parent;
(B) provider of the medical services; or
(C) office of Medicaid policy and planning.

(4) When a parent is required by a court or an administrative order to provide health coverage for a child and the parent is

eligible for family health coverage with the MEWA, the MEWA must do all of the following:

(A) Permit the parent to enroll under the family coverage a child who is otherwise eligible for the coverage, without
regard to any enrollment season restriction.
(B) Enroll a child under the family coverage upon application by:

(i) the child's custodial parent;

(i1) the office of Medicaid policy and planning; or

(iii) a Title IV-D agency whenever a noncustodial parent who is enrolled fails to apply for coverage of the child.
(C) The MEWA may not disenroll or eliminate coverage of a child who is otherwise eligible for coverage unless the
MEWA is provided satisfactory written evidence that the:

(1) court order or administrative order is no longer in effect; or

(i1) child is or will be enrolled in comparable health coverage not later than the effective date of the

disenrollment.

(o) If the MEW A coordinates benefits, the coordination of benefits provision must comply with 760 IAC 1-38.1. (Department
of Insurance; 760 IAC 1-68-4, filed Apr 15, 2003, 2:20 p.m.: 26 IR 3038; filed Mar 7, 2006, 2:00 p.m.: 29 IR 2189, readopted filed
Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 TAC 1-68-5 Applications
Authority: IC 27-1-34-9
Affected: IC 27-1-34

Sec. 5. (a) A MEWA, in its application for coverage, may ask questions of a medically specific nature that are necessary to
render a fully informed underwriting determination, based upon sound actuarial principles concerning whether to accept or rate a
particular risk, subject to the following conditions:

(1) Questions relating to medical and other factual matters intending to reveal the possible existence of medical conditions

are permissible if the applicant has been given an opportunity to provide an explanation for any affirmative answers given

in the application. Questions shall:
(A) be related to a finite period of time preceding completion of the application;
(B) be specific and objective; and
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(C) provide the applicant the opportunity to give a detailed explanation.
(2) No question in an application shall be directed towards determining or designed to establish the applicant's sexual
orientation.
(3) Questions relating to the applicant having human immunodeficiency virus or having been diagnosed as having human
immunodeficiency virus are permissible if they are factual, objective, and designed to establish the existence of the condition.
(b) A MEWA may require a potential covered individual to submit to any medical tests, at the insurer's expense, the purpose
of which is to determine infection with human immunodeficiency virus, subject to the following conditions:
(1) The test is necessary to render a fully informed underwriting determination based upon sound actuarial principles
concerning whether to accept or rate a particular risk.
(2) Whenever an applicant is requested to take a test to determine human immunodeficiency virus infection, the use of such
a test must be revealed to the applicant and his or her written consent obtained. No adverse underwriting decision shall be
made on the basis of such a positive test unless an established test protocol has been followed.
(3) The following test protocol is established and must be the basis of an adverse underwriting determination:
(A) Two (2) positive ELISA tests.
(B) One (1) Western Blot test, which is not negative, must be obtained from the same sample from tests conducted by
a qualified laboratory.
(4) All results of tests to determine human immunodeficiency virus infection and application responses are confidential and
shall not be shared with anyone other than the applicant, the applicant's physician, and the MEW A's underwriting department,
except as follows:
(A) Test results and application responses may be shared with underwriting departments of affiliates of the MEWA
and reinsurers, who shall be subject to all provisions of this rule as if they were the MEWA to which application was
originally made.
(B) Test results may be reported to the Medical Information Bureau, Inc., provided that:
(1) the MEW A will not report that tests of an applicant showed the presence of human immunodeficiency virus,
but only that unspecified test results were abnormal; and
(i1) reports must use a general code that also covers results of tests for many diseases or conditions that are not
related to human immunodeficiency virus or acquired immune deficiency syndrome.
(5) A MEWA may make an underwriting or a rating determination based upon questions asked and tests required pursuant
to this subsection, subject to the following conditions:
(A) Sexual orientation may not be used in the underwriting process or in the determination of insurability.
(B) Support organizations shall be directed by insurers not to investigate, directly or indirectly, the sexual orientation
of an applicant or a beneficiary.
(C) Neither the marital status, the living arrangements, the occupation, the gender, the medical history, the beneficiary
designation, nor the zip code or other territorial classification of an applicant may be used to establish, or aid in
establishing, the applicant's sexual orientation.
(D) For purposes of rating a group for health, a MEWA may impose territorial rates, but only if the rates are based on
sound actuarial principles or are related to actual or reasonably anticipated experience.
(E) No adverse underwriting decision shall be made because medical records or a report from a support organization
shows that the applicant has demonstrated concern about human immunodeficiency virus by seeking testing or
counseling from health care professionals. This subsection does not apply to an applicant seeking treatment or diagnosis
for a specific condition.
(6) In the event a MEWA determines to accept a risk, it must do so without limitations or exclusions solely of the coverage
for human immunodeficiency virus, acquired immune deficiency syndrome, or a related condition, as follows:
(A) No maximum dollar amount of coverage, which is limited solely to human immunodeficiency virus, acquired
immune deficiency syndrome, or a related condition, shall be included in any policy or certificate.
(B) No exclusion of coverage, which is limited solely to human immunodeficiency virus, acquired immune deficiency
syndrome, or a related condition, shall be included in any policy or certificate.
(Department of Insurance; 760 IAC 1-68-5; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3039, readopted filed Nov 24, 2009, 9:35 a.m.:
20091223-1IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)
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760 IAC 1-68-6 Premium rates
Authority: IC 27-1-34-9
Affected: IC 27-1-34

Sec. 6. A MEWA may not charge an adjustment to premium rates for individual employees or dependents for health status
related factors or duration of coverage except for bona fide wellness programs as permitted under the Health Insurance Portability
and Accountability Act of 1996. (Department of Insurance; 760 IAC 1-68-6; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3040, filed Mar
7,2006, 2:00 p.m.: 29 IR 2191, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-7 Marketing practices
Authority: IC 27-1-34-9
Affected: IC 27-1-34

Sec. 7. (a) On request, the MEWA shall provide an employer with a summary of the plans for which the employer is eligible.
All marketing materials shall include the disclosure required by section 16 of this rule.

(b) The department may require periodic reports by MEWAs and agents regarding health benefit plans issued by MEWAs.
(Department of Insurance; 760 IAC 1-68-7; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3041; readopted filed Nov 24, 2009, 9:35 a.m.:
20091223-1IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-8 Third party administrator
Authority: IC 27-1-34-9
Affected: IC 27-1-25;1C 27-1-34

Sec. 8. (a) Ifa MEWA enters into an agreement with a third party administrator to provide administrative, marketing, or other
services related to the offering of health benefits plans to employers in this state, the third party administrator must hold a license
issued under IC 27-1-25.

(b) A trustee may not be an owner, officer, or employee of the administrator. (Department of Insurance; 760 IAC 1-68-8; filed
Apr 15, 2003, 2:20 p.m.: 26 IR 3041, filed Mar 7, 2006, 2:00 p.m.: 29 IR 2191; readopted filed Nov 24, 2009, 9:35 a.m.:
20091223-1IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-1R-760150341RFA)

760 IAC 1-68-9 Filings by multiple employer welfare arrangement
Authority: 1C 27-1-34-9
Affected: IC 27-1-34

Sec. 9. (a) Each MEWA shall file the following information each year not later than February 15, May 15, August 15, and
November 15:

(1) Quarterly financial statements, including a balance sheet and income statement prepared in accordance with generally

accepted accounting principles signed by an officer of the MEWA.

(2) A list of any employers who have obtained coverage with the MEW A during the previous quarter and the number of their

covered employees.

(b) Each MEWA transacting business in this state shall file an annual report with the commissioner within ninety (90) days
of the end of the MEWA''s fiscal year. The report shall be verified by the oath of the chair of the board of trustees. The report must
summarize the business activities of the trust for the immediately preceding year and must contain all of the following items:

(1) Management discussion and analysis.

(2) Financial statements audited by a certified public accountant.

(3) An actuarial opinion prepared and certified by a qualified actuary that states the following:

(A) The MEWA is being operated in accordance with sound actuarial principles.
(B) A description and explanation of actuarial assumptions and actuarial methods.
(C) The recommended level of specific and aggregate stop-loss insurance the MEWA should maintain.
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(4) A statement detailing any modified terms of a plan document along with a certification from the trustees that any changes

are in compliance with the minimum requirements of this rule.

(5) If the MEWA has been examined by a regulatory authority, the report shall:

(A) identify the entity that conducted the examination; and
(B) include a copy of the examination report.

(6) The names and addresses of all participating employers and the total number of covered individuals.

If the information submitted is acceptable to the department, the MEW A registration will be renewed. If the information submitted
is not acceptable to the department, the MEW A will receive a written statement of the department's concerns. The registration will
be placed on a probationary status for six (6) months in order for the MEWA to correct the deficiencies, or the registration will be
terminated.

(c) Each filing made with the department shall be accompanied by the filing fee required by section 17 of this rule.
(Department of Insurance; 760 IAC 1-68-9; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3041, filed Mar 7, 2006, 2:00 p.m.: 29 IR 2191,
readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA, readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 IAC 1-68-10 Financial condition
Authority: 1C 27-1-34-9
Affected: IC 27-1-34

Sec. 10. Each MEWA shall maintain a minimum fund balance of five hundred thousand dollars ($500,000). A MEWA that
provides coverage for dental and/or vision, or both, services only shall maintain a minimum fund balance of one hundred fifty
thousand dollars ($150,000). (Department of Insurance; 760 IAC 1-68-10; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3041, filed Mar
7, 20006, 2:00 p.m.: 29 IR 2192, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-11 Examination
Authority: 1C 27-1-34-9
Affected: IC 27-1-3.1;1C 27-1-34-6

Sec. 11. (a) The commissioner or any person appointed by the commissioner shall have the power to examine the affairs of
any MEWA and for such purposes shall have free access to all the books, records, and document that relate to the business of the
plan and may examine under oath its trustees or directors, officers, agents, and employees in relation to the affairs, transactions, and
conditions of the MEWA. Expenses of the examination shall be paid by the MEWA as provided in IC 27-1-34-6. The examination
shall be conducted and in accordance with IC 27-1-3.1 and may cover financial or market conduct issues.

(b) Each MEWA must have and maintain a place of business in Indiana and must make available to the commissioner
complete records of its assets, transactions, and affairs in accordance with such methods and systems as are customary for or suitable
to the kind or kinds of business transacted. (Department of Insurance; 760 IAC 1-68-11; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3041;
readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 TAC 1-68-12 Forms
Authority: IC 27-1-34-9
Affected: IC 4-21.5;1C 27-1-34

Sec. 12. (a) No participation agreement or contract form, application form, certificate, rider, endorsement, summary plan
description, or other evidence of coverage may be issued unless the form, and any subsequent changes to the form, has been filed
with the commissioner. The form may not be used for thirty (30) days after the filing unless the commission gives written approval
of the form before the expiration of thirty (30) days.

(b) The commissioner may, within thirty (30) days after the filing of a form, disapprove the form if the form:

(1) violates or does not comply with this rule or any applicable statute;
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(2) contains or incorporates by reference inconsistent, ambiguous, or misleading clauses or exceptions and conditions that

deceptively affect the risk proposed to be assumed in the general coverage of the contract;

(3) has any title heading or other indication of its provision that is misleading;

(4) is printed or otherwise reproduced in such manner as to render any material provision of the form substantially illegible;

or

(5) contains any provision that is unfair, inequitable, or encourages misrepresentation.

(c) A disapproval must:

(1) be in writing; and

(2) identify the reason for the denial and provide an opportunity for a hearing on the matter.

(d) The commissioner may, after notice and a hearing, withdraw approval of a form for the reasons stated in subsection (b).

(e) Any final order of the commissioner under this section is a final order and subject to judicial review under IC 4-21.5-5.

(f) All filings under this section shall be accompanied by the filing fee required by section 17 of this rule. (Department of
Insurance; 760 IAC 1-68-12; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3042; readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-
760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-13 Enforcement
Authority: 1C 27-1-34-9
Affected: IC 27-1-34

Sec. 13. (a) The commissioner may deny, suspend, or revoke a certificate of registration if, after notice and a hearing, the
commissioner finds that the MEWA has failed to meet the requirements of this rule or any applicable statute.
(b) The commissioner shall deny, suspend, or revoke the certificate of registration of a MEWA if the commissioner finds any
of the following exist:
(1) The MEWA has a negative fund balance.
(2) The MEWA has refused to:
(A) be examined; or
(B) produce the MEWA's accounts, records, and files for examination;
or any of the MEWA's officers have refused to give information with respect to the MEW A's affairs to perform any other legal
obligation as to such examination when required by the commissioner.
(3) The MEWA has failed to pay a final judgment rendered against it in court within thirty (30) days.
(4) The MEWA no longer meets the requirements for the authority originally granted.
(Department of Insurance; 760 IAC 1-68-13; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3042, readopted filed Nov 24, 2009, 9:35 a.m.:
20091223-1IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-14 Termination
Authority: IC 27-1-34-9
Affected: IC 27-1-34

Sec. 14. If a MEWA is terminated for any reason, the trust may not be dissolved until all outstanding financial obligations
of the MEWA are paid. The MEW A may retain sufficient funds to provide coverage for an additional period as the trustees of the
MEWA consider prudent. The trustees may purchase additional insurance for protection against potential future claims. Any funds
remaining in the MEWA after satisfaction of all obligations must be paid to participating employers or covered employees in an
equitable manner meeting with the approval of the commissioner. Written notice of the termination must be provided to each covered
employee, the United States Department of Labor, and the commissioner at least thirty (30) days before the effective date of the
termination. (Department of Insurance; 760 IAC 1-68-14; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3042, readopted filed Nov 24, 2009,
9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-15 Liability of participants
Authority: 1C 27-1-34-9
Affected: IC 27-1-34
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Sec. 15. (a) The liability of each employer participant for the obligations of the MEWA is joint and several.

(b) Each employer participant has a contingent assessment liability pursuant to this section for payment of actual losses and
expenses incurred while the participation agreement was in force.

(c) Each participation agreement or contract issued by the MEWA must contain a statement of the contingent liability of
employer participants. Both the application for participation and the participation agreement must contain, in contrasting color and
not less than twelve (12) point type, the statement, "This is a fully assessable contract. In the event (the MEWA) is unable to pay
its obligations, participating employers will be required to contribute through an equitable assessment the money necessary to meet
any unfulfilled obligations.". (Department of Insurance; 760 IAC 1-68-15; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3042; readopted
filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 IAC 1-68-16 Written notice
Authority: 1C 27-1-34-9
Affected: IC 27-1-34

Sec. 16. (a) A MEWA shall provide to each participating employer the written notice, "In the event the plan or the MEWA
does not ultimately pay medical expenses that are eligible for payment under the plan for any reason, the participating employer may
be liable for those expenses.".

(b) Every application and coverage form, including certificates of coverage, must contain in not less than twelve (12) point
type the notice, "Y our coverage is issued by a multiple employer welfare arrangement. The multiple employer welfare arrangement
may not be subject to all of the insurance laws and regulations of Indiana. State insurance guaranty funds are not available for your
multiple employer welfare arrangement.". (Department of Insurance; 760 IAC 1-68-16; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3043,
readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 IAC 1-68-17 Fees
Authority: 1C 27-1-34-9
Affected: IC27-1-34

Sec. 17. The following fees apply to MEWAs:
(1) An applicant shall pay a nonrefundable fee of three hundred fifty dollars ($350) for filing an application for a certificate
of registration.
(2) Each MEWA holding a certificate of registration shall pay an annual internal audit fee of one hundred dollars ($100).
(3) A fee of fifty dollars ($50) shall accompany the filing of the annual report required by section 9 of this rule.
(4) A fee of thirty-five dollars ($35) shall accompany each form filed as required by section 12 of this rule.
(Department of Insurance; 760 IAC 1-68-17; filed Apr 15, 2003, 2:20 p.m.. 26 IR 3043, readopted filed Nov 24, 2009, 9:35 a.m.:
20091223-1IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-68-18 Fully insured MEWASs
Authority: IC 27-1-34-9
Affected: IC 27-1-34

Sec. 18. This rule does not apply to a fully insured MEWA. A fully insured MEWA is a MEWA that provides benefits to its
participating employees and beneficiaries for which one hundred percent (100%) of the liability has been assumed by an insurance
company or health maintenance organization holding a certificate of authority in Indiana. The covered individual must be entitled
to make a claim for payment directly to the insurance company or health maintenance organization. (Department of Insurance; 760
IAC 1-68-18; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3043, readopted filed Nov 24, 2009, 9:35 a.m.: 20091223-IR-760090791RFA;
readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)
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760 TAC 1-68-19 Severability
Authority: IC 27-1-34-9
Affected: IC 27-1-34

Sec. 19. If any section or portion of a section of this rule or its applicability to any person or circumstance is held invalid by
a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not be affected.
(Department of Insurance; 760 IAC 1-68-19; filed Apr 15, 2003, 2:20 p.m.: 26 IR 3043, readopted filed Nov 24, 2009, 9:35 a.m.:
20091223-1IR-760090791RFA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-1R-760150341RFA)

Rule 69. Recognition of the 2001 CSO Mortality Table for Use in Determining Minimum Reserve
Liabilities and Nonforfeiture Benefits

760 IAC 1-69-1 Definitions
Authority: IC 27-1-3-7; IC 27-1-12-7; IC 27-1-12-10.5
Affected: IC 27-1-12-7;1C 27-1-12-10.5

Sec. 1. The following definitions apply throughout this rule:
(1)"2001 CSO Mortality Table" means that mortality table, consisting of separate rates of mortality for male and female lives,
developed by the American Academy of Actuaries CSO Task Force from the Valuation Basic Mortality Table developed by
the Society of Actuaries Individual Life Insurance Valuation Mortality Task Force, and adopted by the National Association
of Insurance Commissioners in December 2002. Unless the context indicates otherwise, the term includes both the ultimate
form of that table and the select and ultimate form of that table and includes both the smoker and nonsmoker mortality tables
and the composite mortality tables. It also includes both the age-nearest-birthday and age-last-birthday bases of the mortality
tables.
(2) "2001 CSO Mortality Table (F)" means that mortality table consisting of the rates of mortality for female lives from the
2001 CSO Mortality Table.
(3) "2001 CSO Mortality Table (M)" means that mortality table consisting of the rates of mortality for male lives from the
2001 CSO Mortality Table.
(4) "Composite mortality tables" means mortality tables with rates of mortality that do not distinguish between smokers and
nonsmokers.
(5) "Smoker and nonsmoker mortality tables" means mortality tables with separate rates of mortality for smokers and
nonsmokers.
(Department of Insurance; 760 IAC 1-69-1; filed Oct 29, 2003, 2:30 p.m.: 27 IR 872, eff Jan 1, 2004, readopted filed Nov 24, 2010,
9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-69-2 2001 CSO Mortality Table
Authority: IC 27-1-3-7; IC 27-1-12-7; 1C 27-1-12-10.5
Affected: IC 27-1-12-7; 1C 27-1-12-10.5

Sec. 2. (a) At the election of the company for any one (1) or more specified plans of insurance and subject to the conditions
stated in this rule, the 2001 CSO Mortality Table may be used as the minimum standard for policies issued on or after January 1,
2004, and before the date specified in subsection (b) to which IC 27-1-12-10(2) /IC 27-1-12-10 was repealed by P.L.276-2013,
SECTION 5, effective July 1, 2013.],1C 27-1-12-7(dd), 760 IAC 1-64-3(a), and 760 IAC 1-64-3(b) are applicable. If the company
elects to use the 2001 CSO Mortality Table, it shall do so for both valuation and nonforfeiture purposes.

(b) Subject to the conditions stated in this rule, the 2001 CSO Mortality Table shall be used in determining minimum standards
for policies issued on and after January 1, 2009, to which IC 27-1-12-10(2) [IC 27-1-12-10 was repealed by P.L.276-2013,
SECTION 5, effective July 1, 2013.],1C 27-1-12-7(dd), 760 IAC 1-64-3(a), and 760 IAC 1-64-3(b) are applicable. (Department of
Insurance; 760 IAC 1-69-2; filed Oct 29, 2003, 2:30 p.m.: 27 IR 872, eff Jan 1, 2004, readopted filed Nov 24, 2010, 9:17 a.m.:
20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)
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760 IAC 1-69-3 Conditions
Authority: 1C 27-1-3-7; IC 27-1-12-7; IC 27-1-12-10.5
Affected: IC 27-1-12-7;1C 27-1-12-10.5

Sec. 3. (a) For each plan of insurance with separate rates for smokers and nonsmokers, an insurer may use any of the
following:

(1) Composite mortality tables to determine minimum reserve liabilities and minimum cash surrender values and amounts of

paid-up nonforfeiture benefits.

(2) Smoker and nonsmoker mortality tables to determine the valuation net premiums and additional minimum reserves, if any,

required by IC 27-1-12-10(6) [/IC 27-1-12-10 was repealed by P.L.276-2013, SECTION 35, effective July 1, 2013.] and use

composite mortality tables to determine the basic minimum reserves, minimum cash surrender values, and amounts of paid-up

nonforfeiture benefits.

(3) Smoker and nonsmoker mortality to determine minimum reserve liabilities and minimum cash surrender values and

amounts of paid-up nonforfeiture benefits.

(b) For plans of insurance without separate rates for smokers and nonsmokers, the composite mortality tables shall be used.

(c) For the purpose of determining minimum reserve liabilities and minimum cash surrender values and amounts of paid-up
nonforfeiture benefits, the 2001 CSO Mortality Table may, at the option of the company for each plan of insurance, be used in its
ultimate or select and ultimate form, subject to the restrictions of 760 IAC 1-64 relative to use of the select and ultimate form.

(d) When the 2001 CSO Mortality Table is the minimum reserve standard for any plan for a company, the actuarial opinion
in the annual statement filed with the commissioner shall be based on an asset adequacy analysis as specified in 760 IAC 1-57-8.
(Department of Insurance; 760 IAC 1-69-3; filed Oct 29, 2003, 2:30 p.m.: 27 IR 872, eff Jan 1, 2004, readopted filed Nov 24, 2010,
9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.: 20161221-IR-760160436RFA)

760 IAC 1-69-4 Applicability of the 2001 CSO Mortality Table to 760 IAC 1-64
Authority: IC 27-1-3-7; IC 27-1-12-7; 1C 27-1-12-10.5
Affected: IC 27-1-12-7;1C 27-1-12-10.5

Sec. 4. (a) The 2001 CSO Mortality Table may be used in applying 760 IAC 1-64 in the following manner, subject to the
transition dates for use of the 2001 CSO Mortality Table in section 2 of this rule:

(1) 760 IAC 1-64-1(c)(3)(B): The net level reserve premium is based on the ultimate mortality rates in the 2001 CSO Mortality

Table.

(2) 760 TAC 1-64-2(d): All calculations are made using the 2001 CSO Mortality Rate and, if elected, the optional minimum

mortality standard for deficiency reserves stipulated in subdivision (4). The value of q,,,, is the valuation mortality rate for

deficiency reserves in policy year k+t, but using the unmodified select mortality rates if modified select mortality rates are

used in the computation of deficiency reserves.

(3) 760 IAC 1-64-3(a): The 2001 CSO Mortality Table is the minimum standard for basic reserves.

(4) 760 TAC 1-64-3(b): The 2001 CSO Mortality Table is the minimum standard for deficiency reserves. If select mortality

rates are used, they may be multiplied by X percent for durations in the first segment, subject to the conditions specified in

760 TAC 1-64-3(b)(3)(A) through 760 IAC 1-64-3(b)(3)(I). In demonstrating compliance with those conditions, the

demonstrations may not combine the results of tests that utilize the 1980 CSO Mortality Table with those tests that utilize the

2001 CSO Mortality Table unless the combination is explicitly required by rule or necessary to be in compliance with relevant

Actuarial Standards of Practice.

(5) 760 TAC 1-64-4(c): The valuation mortality table used in determining the tabular cost of insurance shall be the ultimate

mortality rates in the 2001 CSO Mortality Table.

(6) 760 IAC 1-64-4(e)(4): The calculations specified in 760 IAC 1-64-4(e) shall use the ultimate mortality rates in the 2001

CSO Mortality Table.

(7) 760 TAC 1-64-4(f)(4): The calculations specified in 760 TAC 1-64-4(f) shall use the ultimate mortality rates in the 2001

CSO Mortality Table.

(8) 760 IAC 1-64-4(g)(2): The calculations specified in 760 IAC 1-64-4(g) shall use the ultimate mortality rates in the 2001

CSO Mortality Table.
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(9) 760 TAC 1-64-5(a)(1)(B): The one (1) year valuation premium shall be calculated using the ultimate mortality rates in the

2001 CSO Mortality Table.

(b) Nothing in this section shall be construed to expand the applicability of 760 IAC 1-64 to include life insurance policies
exempted under 760 IAC 1-64-1(c). (Department of Insurance; 760 IAC 1-69-4; filed Oct 29, 2003, 2:30 p.m.: 27 IR 872, eff Jan
1, 2004, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.:
20161221-IR-760160436RFA)

760 IAC 1-69-5 Gender-blended tables
Authority: IC 27-1-3-7; IC 27-1-12-7; IC 27-1-12-10.5
Affected: IC 27-4-1-4

Sec. 5. (a) For any ordinary life insurance policy delivered or issued for delivery in this state on and after January 1, 2004,
that utilizes the same premium rates and charges for male and female lives or is issued in circumstances where applicable law does
not permit distinctions on the basis of gender, a mortality table that is a blend of the 2001 CSO Mortality Table (M) and the 2001
CSO Mortality Table (F) may, at the option of the company for each plan of insurance, be substituted for the 2001 CSO Mortality
Table for use in determining minimum cash surrender values and amounts of paid-up nonforfeiture benefits. No change in minimum
valuation standards is implied by this provision.

(b) The company may choose from among the blended tables developed by the American Academy of Actuaries CSO Task
Force and adopted by the National Association of Insurance Commissioners in December 2002.

(c) It shall not, in and of itself, be a violation of IC 27-4-1-4 for an insurer to issue the same kind of policy of life insurance
on both a sex-distinct and sex-neutral basis. (Department of Insurance; 760 IAC 1-69-5; filed Oct 29, 2003, 2:30 p.m.: 27 IR 873,
eff Jan 1, 2004, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov 23, 2016, 9:47 a.m.:
20161221-IR-760160436RFA)

760 IAC 1-69-6 Incorporation by reference
Authority: IC 27-1-3-7; IC 27-1-12-7; IC 27-1-12-10.5
Affected: IC 27-4-1-4

Sec. 6. The 2001 Commissioner's Standard Ordinary Mortality Tables are incorporated by reference as a part of this rule.
These documents are available for public review at the department. (Department of Insurance; 760 IAC 1-69-6; filed Oct 29, 2003,
2:30p.m.: 27 IR 873, eff Jan 1, 2004, readopted filed Nov 24, 2010, 9:17 a.m.: 20101222-IR-760100633RFA; readopted filed Nov
23,2016, 9:47 a.m.: 20161221-IR-760160436RFA)

Rule 70. Health Maintenance Organization Plan for Continuation of Benefits in the Event of
Receivership

760 IAC 1-70-1 Applicability and scope
Authority: IC 27-13-35-1
Affected: IC 27-13-1

Sec. 1. This rule is intended to prescribe a form and standards for the plan required of all health maintenance organizations
to provide for continuation of benefits in the event a health maintenance organization is placed into receivership. (Department of
Insurance; 760 IAC 1-70-1; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1480, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-
760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-70-2 Definitions
Authority: 1C 27-13-35-1
Affected: IC27-13-1

Sec. 2. The definitions in IC 27-13-1 and the following definitions apply throughout this rule:
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(1) "Insurer" means the insurance company that issues an insolvency insurance policy to a health maintenance organization.
(2) "Plan" means the plan for handling receivership required by IC 27-13-16-1 [IC 27-13-16 was repealed by P.L.208-2018,
SECTION 30, effective July 1, 2018.].
(3) "Total projected costs" means the amount on line 10 of the form set forth in section 8 of this rule.
(Department of Insurance; 760 IAC 1-70-2; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1480, readopted filed Nov 29, 2011, 9:14 a.m.:
20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-70-3 General requirements
Authority: 1C 27-13-35-1
Affected: IC 27-13-8-3

Sec. 3. (a) Each health maintenance organization shall maintain a plan acceptable to the commissioner for continuation of
benefits in the event of receivership.

(b) The plan must finance the greater of one million dollars ($1,000,000) or total projected costs in the event of receivership
as calculated by the form set forth in section 8 of this rule.

(c) The plan may utilize the following for financing the health maintenance organization's obligation for continuation of
benefits in the event of receivership:

(1) Letters of guarantee from a parent company.

(2) Conversion policies.

(3) Insolvency insurance policies.

(4) Additional deposits.

(d) The plan must be filed with the department by March 1 of each year. Any proposed amendment to the plan shall be filed
with the department at least thirty (30) days before being adopted.

(e) The form prescribed in section 8 of this rule shall be filed with the department on a quarterly basis with the financial
reports required under IC 27-13-8-3(¢c). (Department of Insurance; 760 IAC 1-70-3; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1480,
readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-
760170354RFA)

760 TAC 1-70-4 Projected costs
Authority: IC 27-13-35-1
Affected: IC 27-13

Sec. 4. The health maintenance organization shall calculate its total projected costs under Part 2 of the form set forth in section
8 of this rule. (Department of Insurance; 760 IAC 1-70-4; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1480, readopted filed Nov 29, 2011,
9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-70-5 Parental guarantee
Authority: IC 27-13-35-1
Affected: IC 27-13

Sec. 5. If a health maintenance organization's plan includes a parental guarantee, the health maintenance organization shall
submit to the department the most recent audited financial statements of the parent company. The financial statements shall be filed
annually and shall be updated within thirty (30) days of any material change to the financial condition of the parent company.
(Department of Insurance; 760 IAC 1-70-5; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1481; readopted filed Nov 29, 2011, 9:14 a.m.:
20111228-1IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-70-6 Insolvency insurance policy
Authority: IC 27-13-35-1
Affected: IC 27-13

Indiana Administrative Code 2020 Edition Page 345



DEPARTMENT OF INSURANCE

Sec. 6. An insolvency insurance policy shall contain the following provisions:
(1) Any grace period for payment of premium shall not exceed thirty (30) days.
(2) A provision that the department shall be notified in writing within five (5) business days if either of the following occurs:
(A) The health maintenance organization fails to pay the required premium on the date premium is due without the
benefit of any grace period.
(B) The health maintenance organization or the insurer tenders notice to terminate or terminates the policy for any
reason.
(3) Coverage under the policy shall include benefits as defined in the evidence of coverage for all eligible enrollees on the
date the health maintenance organization is placed into receivership.
(4) The policy shall not contain any deductibles or coinsurance provisions.
(5) The policy must state that it provides insolvency coverage for Indiana members only.
(Department of Insurance; 760 IAC 1-70-6; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1481; readopted filed Nov 29, 2011, 9:14 a.m.:
20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 TIAC 1-70-7 Deposits
Authority: IC 27-13-35-1
Affected: IC 27-13-13-1

Sec. 7. If a health maintenance organization posts an additional deposit to finance its plan, the deposit shall be in the form
required by IC 27-13-13-1. Any such deposit shall be in addition to the amount required by IC 27-13-13-1. (Department of
Insurance; 760 IAC 1-70-7; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1481, readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-
760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-70-8 Form for calculating the total projected costs
Authority: 1C 27-13-35-1
Affected: IC27-13-13

Sec. 8. The form required by sections 3 and 4 of this rule is as follows:
Plan for handling receivership in accordance with IC 27-13-16-1 [IC 27-13-16 was repealed by P.L.208-2018, SECTION 30,
effective July 1, 2018.]
Company Name: NAIC No. Completed by:
For purposes of this calculation, estimated costs will be based on 30 days of continued benefits Input Required
after an insolvency (IC 27-13-16-1 [IC 27-13-16 was repealed by P.L.208-2018, SECTION 30,
effective July 1, 2018.])

1. Premium Revenue less Federal Employees Health Benefit Plan less Medicare less Medicaid

(If prepared on a quarterly basis, use annualized premium revenue) Financial Statement,
Analysis of Operations by
Lines of Business

2. Medical Expense (Total Hospital and Medical Expense less Federal Employees Health

Benefit Plan less Medicare less Medicaid less 50% Capitated Medical Expense)

(If prepared on a quarterly basis, use annualized medical expense) Financial Statement,
Analysis of Operations by
Lines of Business;
Summary of Transactions
of Providers

3. Administrative Expense less Federal Employees Health Benefit Plan less Medicare less
Medicaid
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(If prepared on a quarterly basis, use annualized administrative expense) Financial Statement,
Analysis of Operations by
Lines of Business
Assumptions
A) Increased medical expense, as a % of premium 10%
B) Admin costs
Month 1, as a percent of current 70%)
Month 2, as a percent of current 50%)
Month 3, as a percent of current 40%
C) Costs for Indiana insolvency, legal and consulting $400,000
D) Premium Collection percentage 96%

4. Medical Expense Ratio (Medical Expenses/Premium Revenue)
5. Administrative Expenses Ratio (Administrative Expenses/Premium Revenue)

6. Assumed Insolvent Medical Expense Ratio (Medical Expense Ratio + Assumption A)

Calculation for Costs of Continued Benefits

Medical Expense ((Annualized Premium Revenue * Assumed Insolvent Medical Exp
Ratio)/12)

Less: Premium ((Annualized Premium Revenue * Assumption D)/12)

7. Net Medical Costs

Administration

Month 1 (((Annualized Premium Revenue * Administrative Expense Ratio)/12)* Assumption
B)

Month 2 (((Annualized Premium Revenue * Administrative Expense Ratio)/12)* Assumption
B)

Month 3 (((Annualized Premium Revenue * Administrative Expense Ratio)/12)* Assumption
B)

8. Administrative Costs

9. Closing Costs (Fixed Costs) $400,000

10. Projected Costs (Medical Costs + Administrative Costs + Closing Costs)
11. Deposits-IC 27-13-13 $500,000
12. Total Projected Costs (Projected Costs - Deposits)

13. Amount to be financed — the greater of Total Projected Costs (line 12) or one million

dollars ($1,000,000)
(Department of Insurance; 760 IAC 1-70-8; filed Jan 5, 2005, 9:37 a.m.: 28 IR 1481, readopted filed Nov 29, 2011, 9:14 a.m.:
20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

Rule 71. Copies of Medical Records
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760 IAC 1-71-1 Applicability and scope
Authority: IC 16-39-9-4
Affected: IC 16-39

Sec. 1. This rule applies to all providers and medical records companies. (Department of Insurance; 760 IAC 1-71-1; filed
Sep 14, 2005, 2:45 p.m.: 29 IR 547; readopted filed Nov 29, 2011, 9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov
6,2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-71-2 Definitions
Authority: IC 16-39-9-4
Affected: IC 16-18-2-295; IC 16-39

Sec. 2. The following definitions apply throughout this rule:
(1) "Medical records company" means a company that contracts with providers to make copies of patient medical records.
(2) "Provider" has the meaning set forth in IC 16-18-2-295.
(Department of Insurance; 760 IAC 1-71-2; filed Sep 14, 2005, 2:45 p.m.: 29 IR 547; readopted filed Nov 29, 2011, 9:14 a.m.:
20111228-1IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-71-3 General requirements
Authority: IC 16-39-9-4
Affected: IC 16-39

Sec. 3. (a) A provider or medical records company that receives a request for a copy of a patient's medical record shall charge
not more than the following:

(1) One dollar ($1) per page for the first ten (10) pages.

(2) Fifty cents ($.50) per page for pages eleven (11) through fifty (50).

(3) Twenty-five cents ($.25) per page for pages fifty-one (51) and higher.

(b) The provider or the medical records company may collect a labor fee not to exceed twenty dollars ($20). If the provider
or medical records company collects a labor fee, the provider or medical records company may not charge for making and providing
copies of the first ten (10) pages of a medical record.

(c) The provider or medical records company may charge the actual costs of mailing the medical record.

(d) The provider or the medical records company may collect an additional ten dollars ($10) if the request is for copies to be
provided within two (2) working days.

(e) The provider or medical records company may collect a charge not to exceed twenty dollars ($20) for certifying a patient's
medical record. (Department of Insurance; 760 IAC 1-71-3; filed Sep 14, 2005, 2:45 p.m.: 29 IR 547; readopted filed Nov 29, 2011,
9:14 a.m.: 20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)

760 IAC 1-71-4 Waiver of charges
Authority: 1C 16-39-9-4
Affected: IC 16-39

Sec. 4. A provider or a medical records company shall consider waiving or reducing the charges for copies of a patient's
medical record under the following situations:
(1) A request from a provider:
(A) to whom the patient was referred for treatment; or
(B) from whom the patient is seeking a second opinion.
(2) The patient requested the records for his or her own use, and the charges will cause an undue financial hardship upon the
patient.
(Department of Insurance; 760 IAC 1-71-4; filed Sep 14, 2005, 2:45 p.m.: 29 IR 547, readopted filed Nov 29, 2011, 9:14 a.m.:
20111228-IR-760110553RFA; readopted filed Nov 6, 2017, 1:06 p.m.: 20171206-IR-760170354RFA)
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Rule 72. Consumer Protections in Annuity Transactions

760 IAC 1-72-1 Purpose and scope
Authority: 1C 27-4-9-4
Affected: IC 27-1-15.6-12; IC 27-4-1-4; IC 27-4-9

Sec. 1. (a) The purpose of this rule is to set forth standards and procedures for recommendations to consumers that result in
a transaction involving annuity products so that the insurance needs and financial objectives of consumers at the time of the
transaction are appropriately addressed.

(b) This rule shall apply to any recommendation to purchase or exchange an annuity made to a consumer by an insurance
producer, or an insurer where no producer is involved, that results in the purchase or exchange recommended.

(c) Nothing in this rule shall be construed to create or imply a private cause of action for a violation of this rule. (Department
of Insurance; 760 IAC 1-72-1; filed Feb 16, 2006, 8:25 a.m.: 29 IR 2192, eff Jul 1, 2006; filed Jan 27, 2009, 9:51 a.m.: 20090225-
IR-760080058FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-72-2 Exemptions
Authority: IC 27-4-9-4
Affected: 1IC 27-1-15.6-12; 1C 27-4-1-4; 1C 27-4-9

Sec. 2. Unless otherwise specifically included, this rule shall not apply to recommendations involving the following:
(1) Direct response solicitations where there is no recommendation based on information collected from the consumer under
this rule.
(2) Contracts used to fund any of the following:
(A) An employee pension or welfare benefit plan that is covered by the Employee Retirement and Income Security Act
(ERISA).
(B) A plan described by Section:
(i) 401(a);
(i) 401(k);
(iii) 403(b);
(iv) 408(k); or
(v) 408(p);
of the Internal Revenue Code, as amended, if established or maintained by an employer.
(C) A government or church plan defined in Section 414 of the Internal Revenue Code, as amended.
(D) A government or church welfare benefit plan.
(E) A deferred compensation plan of a state or local government or tax exempt organization under Section 457 of the
Internal Revenue Code, as amended.
(F) A nonqualified deferred compensation arrangement established or maintained by an employer or plan sponsor.
(G) Settlements of or assumptions of liabilities associated with personal injury litigation or any dispute or claim
resolution process.
(H) Formal prepaid funeral contracts.
(Department of Insurance; 760 IAC 1-72-2; filed Feb 16, 2006, 8:25 a.m.: 29 IR 2192, eff Jul 1, 2006, filed Jan 27, 2009, 9:51 a.m.:
20090225-1R-760080058FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-72-3 Definitions
Authority: IC 27-4-9-4
Affected: IC 27-1-15.6-12; IC 27-4-1-4; IC 27-4-9-2

Sec. 3. The following definitions apply throughout this rule:
(1) "Annuity" means a fixed annuity or variable annuity that is individually solicited, whether the product is classified as an
individual or group annuity.
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(2) "Consumer" has the meaning set forth in IC 27-4-9-2.
(3) "Insurance producer" means a person required to be licensed under the laws of this state to sell, solicit, or negotiate
insurance, including annuities.
(4) "Insurer" means a company required to be licensed under the laws of this state to provide insurance products, including
annuities.
(5) "Recommendation" means advice provided by an insurance producer, or an insurer where no producer is involved, to an
individual consumer that results in a purchase or exchange of an annuity in accordance with that advice.
(Department of Insurance, 760 IAC 1-72-3; filed Feb 16, 2006, 8:25 a.m.: 29 IR 2193, eff Jul 1, 2006; filed Jan 27, 2009, 9:51 a.m.:
20090225-1R-760080058FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-72-4 Duties of insurers and of insurance producers
Authority: IC 27-4-9-4
Affected: 1IC 27-1-15.6-12; 1C 27-4-1-4; 1C 27-4-9

Sec. 4. (a) In recommending to a consumer the purchase of an annuity or the exchange of an annuity that results in another
insurance transaction or series of insurance transactions, the insurance producer, or the insurer where no producer is involved, shall
have reasonable grounds for believing that the recommendation is suitable for the consumer on the basis of the facts disclosed by
the consumer as to his or her:

(1) investments and other insurance products; and

(2) financial situation and needs.

(b) Before the execution of a purchase or exchange of an annuity resulting from a recommendation, an insurance producer,
or an insurer where no producer is involved, shall make reasonable efforts to obtain information concerning the following:

(1) The consumer's:

(A) financial status;
(B) tax status; and
(C) investment objectives.

(2) Other information used or considered to be reasonable by the insurance producer, or the insurer where no producer is

involved, in making recommendations to the consumer.

(c) Except as provided in subsection (b), neither an insurance producer, nor an insurer where no producer is involved, shall
have any obligation to a consumer under subsection (a) related to any recommendation if a consumer does any of the following:

(1) Refuses to provide relevant information requested by the insurer or insurance producer.

(2) Decides to enter into an insurance transaction that is not based on a recommendation of the insurer or insurance producer.

(3) Fails to provide complete or accurate information.

(d) An insurer or insurance producer's recommendation subject to subsection (c) shall be reasonable under all the
circumstances actually known to the insurer or insurance producer at the time of the recommendation.

(e) An insurer shall:

(1) assure that a system to supervise recommendations that is reasonably designed to achieve compliance with this rule is

established and maintained by complying with the standards set forth in subsections (g) and (h); or

(2) establish and maintain such a system, including, but not limited to:

(A) maintaining written procedures; and
(B) conducting periodic reviews of its records that are reasonably designed to assist in detecting and preventing
violations of this rule.

(f) A general agent and independent agency shall:

(1) adopt a system established by an insurer to supervise recommendations of its insurance producers that is reasonably

designed to achieve compliance with this rule; or

(2) establish and maintain such a system, including, but not limited to:

(A) maintaining written procedures; and
(B) conducting periodic reviews of records that are reasonably designed to assist in detecting and preventing violations
of this rule.

(g) An insurer may contract with a third party, including a general agent or independent agency, to establish and maintain a
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system of supervision as required by subsection (e) with respect to insurance producers under contract with or employed by the third
party. An insurer shall make reasonable inquiry to assure that the third party contracting under this section is performing the
functions required under subsection (e) and shall take such action as is reasonable under the circumstances to enforce the contractual
obligation to perform the functions. An insurer may comply with its obligation to make reasonable inquiry by doing all of the
following:

(1) The insurer annually obtains a certification from a third party senior manager who has responsibility for the delegated

functions that the manager has a reasonable basis to represent, and does represent, that the third party is performing the

required functions.

(2) The insurer, based on reasonable selection criteria, periodically selects third parties for a review to determine whether the

third parties are performing the required functions. The insurer shall perform those procedures to conduct the review that are

reasonable under the circumstances.

(h) An insurer that:

(1) contracts with a third party under subsection (g); and

(2) complies with the requirements to supervise therein;
shall have fulfilled its responsibilities under subsection (e).

(1) An insurer, general agent, or independent agency is not required by subsection (e) or (f) to:

(1) review, or provide for review of, all insurance producer solicited transactions; or

(2) include in its system of supervision an insurance producer's recommendations to consumers of products other than the

annuities offered by the insurer, general agent, or independent agency.

(j) A general agent or independent agency contracting with an insurer under subsection (g) shall promptly, when requested
by the insurer, give a:

(1) certification; or

(2) clear statement;
that it is unable to meet the certification criteria.

(k) No person may provide a certification under subsection (g) unless the person:

(1) is a senior manager with responsibility for the delegated functions; and

(2) has a reasonable basis for making the certification.

(1) Compliance with the National Association of Securities Dealers Conduct Rules pertaining to suitability shall satisfy the
requirements under this section for the recommendation of variable annuities. However, nothing in this subsection shall limit the
insurance commissioner's ability to enforce the provisions of this rule. (Department of Insurance; 760 IAC 1-72-4; filed Feb 16,
2006, 8:25 a.m.: 29 IR 2193, eff Jul 1, 2006; filed Jan 27, 2009, 9:51 a.m.: 20090225-IR-760080058FRA, readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-72-5 Mitigation of responsibility
Authority: 1C 27-4-9-4
Affected: IC 27-1-15.6-12; IC 27-4-1-4; IC 27-4-9

Sec. 5. (a) The commissioner may order the following:

(1) An insurer to take reasonably appropriate corrective action for any consumer harmed by the insurer's, or by its insurance

producer's, violation of this rule.

(2) An insurance producer to take reasonably appropriate corrective action for any consumer harmed by the insurance

producer's violation of this rule.

(3) A general agency or independent agency that employs or contracts with an insurance producer to sell, or solicit the sale

of, annuities to consumers to take reasonably appropriate corrective action for any consumer harmed by the insurance

producer's violation of this rule.

(b) Any applicable penalty for a violation of this rule may be reduced or eliminated, with the approval of the commissioner
of the department of insurance, if corrective action for the consumer was taken promptly after a violation was discovered.
(Department of Insurance; 760 IAC 1-72-5; filed Feb 16, 2006, 8:25 a.m.: 29 IR 2194, eff Jul 1, 2006, filed Jan 27, 2009, 9:51 a.m.:
20090225-1R-760080058FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)
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760 TAC 1-72-6 Record keeping
Authority: IC 27-4-9-4
Affected: 1C 27-1-15.6-12; IC 27-4-1-4; IC 27-4-9

Sec. 6. (a) Insurers, managing general agents, independent agencies, and insurance producers shall:
(1) maintain; or
(2) be able to make available to the commissioner;
records of the information collected from the consumer and other information used in making the recommendations that were the
basis for insurance transactions for five (5) years after the insurance transaction is completed by the insurer. An insurer is permitted
but shall not be required to maintain documentation on behalf of an insurance producer.
(b) Records required to be maintained by this rule may be maintained:
(1) in:
(A) paper;
(B) photographic;
(C) microprocess;
(D) magnetic;
(E) mechanical; or
(F) electronic;
media; or
(2) by any process that accurately reproduces the actual document.
(Department of Insurance,; 760 IAC 1-72-6; filed Feb 16, 2006, 8:25 a.m.: 29 IR 2194, eff Jul 1, 2006; filed Jan 27, 2009, 9:51 a.m.:
20090225-1R-760080058FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-1R-760150341RFA)

Rule 73. Professional Employer Organizations

760 IAC 1-73-1 Definitions
Authority: IC 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC 27-16

Sec. 1. The definitions set forth in IC 27-16 and the following definitions apply throughout this rule:
(1) "Fully insured" means a health benefit plan for which one hundred percent (100%) of the liability has been assumed by
an insurance company or health maintenance organization authorized to conduct business in Indiana. The health benefit plan
may include a layer of financial responsibility for claims assumed by the PEO as long as the insurance company or health
maintenance organization is responsible for 100% of the PEO's liability in the event of nonpayment by the PEO. The covered
individual must be entitled to make a claim for payment directly to the insurance company or health maintenance organization.
A fully insured plan may have copay or deductible requirements as permitted by law.
(2) "Health benefit plan" means a plan that provides benefits for health care services. The term does not include the following:

(A) Accident only or disability income insurance or a combination thereof.

(B) Credit only insurance.

(C) Disability insurance.

(D) Coverage for a specified disease or illness.

(E) Medicare supplement policies.

(F) Long term care coverage.

(G) Workers' compensation insurance.

(H) Hospital indemnity of fixed indemnity insurance.

(I) Reinsurance contract issued on a stop loss, quota share, or similar basis.

(J) Short term major medical contracts.

(K) Liability insurance.

(L) Limited benefit coverage such as dental or vision only.
(3) "Qualified actuary" means an actuary that is a member of the American Academy of Actuaries and a Fellow in the Society
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of Actuaries.
(Department of Insurance,; 760 IAC 1-73-1; filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA; readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-73-2 Registration requirements
Authority: IC 27-16-4-7; 1C 27-16-5-4; IC 27-16-5-6; 1C 27-16-8-4
Affected: IC 27-16

Sec. 2. (a) A PEO doing business in Indiana must be registered with the department. The PEO shall submit an application on
a form prescribed by the department. The application shall include the following information:
(1) The name or names under which the applicant conducts business.
(2) A copy of the applicant's articles of incorporation or other business organization documents.
(3) The address of:
(A) the principal place of business of the applicant; and
(B) each office the applicant maintains in Indiana.
(4) The applicant's taxpayer or employer identification number.
(5) A list by jurisdiction of each name under which the applicant has operated in the preceding five (5) years, including any:
(A) alternative names;
(B) names of predecessors; and
(C) if known, successor business entities.
(6) A detailed explanation of any adverse regulatory actions taken by any state or federal regulatory law enforcement or
regulatory agency against the applicant. An adverse regulatory action means any:
(A) criminal conviction;
(B) regulatory fine;
(C) cease and desist order;
(D) prohibition order; or
(E) suspension, probation, or revocation of a license or registration.
(7) A list of each person that, individually or acting in concert with one (1) or more other persons, owns or controls, directly
or indirectly, twenty-five percent (25%) or more of the equity interests of the applicant.
(8) The name and business experience of any individual who:
(A) serves as president or chief executive officer; or
(B) otherwise has the authority to act as senior executive officer of the applicant.
If the PEO maintains a health benefit plan that is not fully insured, the application shall include NAIC biographical affidavits
of any managerial person for the health benefit plan.
(9) A financial statement reviewed by an independent person for the applicant's most recent fiscal year prepared:
(A) in accordance with generally accepted accounting principles; and
(B) by an independent certified public accountant licensed to practice in the jurisdiction in which the accountant is
located.
A PEO that maintains a health benefit plan that is not fully insured shall submit a financial statement that is audited rather
than reviewed.
(10) A statement of whether the applicant intends to provide health benefits to its employees and whether the health benefits
will be fully insured or not fully insured.
(A) If the health benefits will be fully insured, the PEO shall provide the following information:
(1) The name of the insurance company.
(i1) The insurance producer through which the coverage was purchased.
(ii1) The effective dates of the coverage.
(B) If the health benefits will not be fully insured, the applicant must provide proof of compliance with section 7 of
this rule.
(11) Verification that the applicant complies with the workers compensation laws of Indiana and a list of its Indiana clients.
(12) Verification that the PEO has a minimum net worth of fifty thousand dollars ($50,000) or a bond approved by the
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department with a market value of at least fifty thousand dollars ($50,000). The bond must be held by a depository designated
by the department securing payment by the PEO of all taxes, wages, benefits, or other entitlements due to or with respect to
employees in the event the PEO does not make the payment when due. A PEO that maintains a health benefit plan that is not
fully insured must have a fidelity bond even if it has a minimum net worth of fifty thousand dollars ($50,000). The fidelity
bond shall cover all persons with responsibility for the health benefit plan covering acts of dishonesty in the greater of the
following amounts based upon the expected amounts for the upcoming fiscal year:
(A) Ten percent (10%) of the premiums and contributions received by the health benefit plan.
(B) Ten percent (10%) of the claims paid.
(b) The application shall be accompanied by a fee of five hundred dollars ($500).
(c) If there is a material change to any of the information required by the application, the PEO shall provide updated
information to the department within thirty (30) days of the change. A PEO that fails to inform the department of a material change:
(1) is subject to administrative action; and
(2) may be subject to a penalty, probation, suspension, or revocation of the PEO's registration.
(Department of Insurance; 760 IAC 1-73-2; filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA; readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 TAC 1-73-3 Review of application
Authority: IC 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC 4-21.5;1IC 27-16

Sec. 3. (a) The department shall review the application within ninety (90) days of submission.
(b) The department can deny a registration if the applicant fails to meet the standards of this rule or IC 27-16.
(1) A denial shall:
(A) be in writing;
(B) state the reasons supporting the denial; and
(C) provide the applicant with an opportunity to request a hearing.
(2) A request for a hearing shall be made within sixty (60) days of the written denial.
(3) The hearing and subsequent final order is subject to the Administrative Orders and Procedures Act, IC 4-21.5.
(Department of Insurance; 760 IAC 1-73-3; filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA; readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-73-4 Limited registration for foreign PEO
Authority: 1C 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC27-16

Sec. 4. (a) A PEO that is domiciled in a state other than Indiana shall submit the application required under section 2 of this
rule. The department will identify the portions of the application that are not required to be completed for a limited registration.

(b) If the PEO provides documentation of all of the following, the application shall be approved:

(1) It is licensed or registered in another state that has a licensure or registration requirement that is substantially similar to

or more restrictive than IC 27-16.

(2) Tt is in good standing in that state.

(3) It does not maintain an office or directly solicit clients located or domiciled in Indiana.

(4) Tt does not have more than fifty (50) employees employed or domiciled in Indiana.

(5) Payment of a registration fee of two hundred fifty dollars ($250).
A foreign PEO that cannot document these factors is subject to the same review standards as a PEO domiciled in Indiana.
(Department of Insurance; 760 IAC 1-73-4; filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA, readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RF A, readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 IAC 1-73-5 Independent certification
Authority: IC 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC27-16

Sec. 5. (a) Under IC 27-16-4-7, the department shall approve a PEO's registration in lieu of the requirements of sections 2
and 4 of this rule if a certification of the PEO acceptable to the commissioner is provided to the department. The certification must
be from an independent national organization that has been approved by the department. To be approved by the department, the
organization shall:

(1) have an established program for the accreditation or certification of PEOs based on requirements equal to or greater than

the requirements of IC 27-16 and this rule;

(2) be willing to provide a level of financial assurance acceptable to the commissioner; and

(3) agree to provide the department with:

(A) aletter from each PEO requesting registration under IC 27-16-4-7, along with such information as the department
shall require to process the request;

(B) an affidavit confirming the certification or accreditation of each PEO and provide written notice within two (2)
business days of any termination or default of such certification or accreditation; and

(C) on-line access to, or provide a copy within five (5) business days of a request for, any information used as a basis
for certification or accreditation of a PEO that has elected to use these procedures.

(b) The commissioner shall maintain a list of independent national organizations that have been approved for the purpose of
certifying a PEO's application for registration.

(c) If an independent national organization no longer meets the requirements of subsection (a), the department shall conduct
a detailed review of all information provided by the independent national organization on behalf of each PEO that was registered
based upon that organization's certification or accreditation. The department will notify the PEO in writing of any deficiencies. The
PEO shall have sixty (60) days to correct the stated deficiencies.

(d) A registration fee of two hundred fifty dollars ($250) shall be required for each PEO seeking registration under IC 27-16-4-
7. (Department of Insurance; 760 IAC 1-73-5; filed May 24, 2007, 4:15 p.m..: 20070620-IR-760060069FRA; readopted filed Nov
26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-73-6 Renewal of registration
Authority: IC 27-16-4-7; 1C 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC 27-16

Sec. 6. (a) A registration under section 2, 4, or 5 of this rule is valid for one (1) year.

(b) A PEO shall complete a renewal application on a form prescribed by the department. The registration shall:

(1) identify any change in the information provided with the PEO's initial registration; and

(2) include an update of the PEO's list of Indiana clients.

For a PEO registered under section 5 of this rule, the renewal request and any updated information may be provided by the approved
independent national organization that provided the information for the initial registration.

(¢) The renewal application shall be accompanied by a renewal fee in the amount of two hundred fifty dollars ($250) for any
type of registration.

(d) If the PEO maintains a health benefit plan that is not fully insured, it shall provide audited financial statements for the
health benefit plan trust account with its renewal application. For a PEO registered under section 5 of this rule, the audited financial
statements for any health benefit plan trust account may be provided by the approved independent national organization that provided
information for the initial registration.

(e) The renewal application with supporting documentation is due one hundred eighty (180) days after the close of the PEO's
fiscal year. A late fee of two hundred fifty dollars ($250) will be assessed to any PEO that does not timely submit the renewal
application and supporting documentation. (Department of Insurance; 7601AC 1-73-6, filed May 24, 2007, 4:15 p.m.: 20070620-IR-
760060069FRA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)

Indiana Administrative Code 2020 Edition Page 355



DEPARTMENT OF INSURANCE

760 IAC 1-73-7 Health benefit plan
Authority: IC 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC 27-1-3.1;IC 27-1-25; IC 27-4-1; IC 27-16

Sec. 7. (a) If a PEO offers to its employees a health benefit plan that is not fully insured, the PEO must comply with the
following:

(1) The health benefit plan shall have stop loss coverage with an insurer authorized to do business in Indiana. The aggregate

retention by the health benefit plan may not exceed one hundred twenty-five percent (125%) of expected claims. The health

benefit plan may not use the identity of the stop loss insurer in its marketing information.

(2) Funds held by the PEO for the health benefit plan must be held in a segregated trust account and may be used only for

claims and administrative expenses of the health benefit plan.

(A) The segregated trust account shall:

(i) hold reserves consistent with the actuarial opinion; and

(ii) have a minimum balance of one hundred thousand dollars ($100,000).
(B) The segregated trust account shall hold its funds in the form of:

(1) cash;

(i) irrevocable letter of credit; or

(iii) U.S. government investments.

(3) The health benefit plan shall place funds into the segregated trust account sufficient to fund one hundred percent (100%)

of the aggregate retention plus all other costs of the health benefit plan.

(4) The health benefit plan shall:

(A) be operated in accordance with sound actuarial principles; and
(B) have an annual actuarial opinion from a qualified actuary.

(5) The PEO shall have a written plan acceptable to the department for handling claims. The plan shall include the services

of an administrator licensed under IC 27-1-25.

(6) No person charged with responsibility of handling funds may have been convicted at any time of a crime involving moral

turpitude or dishonesty unless the commissioner specifically, in writing, permits the person to be involved with the health

benefit plan.

(7) The health benefit plan may only provide health benefits to employees and their dependents. The health benefit plan may

not discriminate between persons based upon health status in eligibility or terms of coverage.

(8) The PEO shall have a written plan acceptable to the commissioner for the payment of claims in the event of a voluntary

dissolution or insolvency.

(9) The PEO and its health benefit plan must comply with the Health Insurance Portability and Accountability Act of 1996,

as well as any other applicable federal and state laws. The health benefit plan is subject to IC 27-4-1 regarding unfair claims

settlement practices and penalties for violations.

(b) The PEO and its health benefit plan if the health benefit plan is not fully insured are subject to examination by the
department every three (3) years or as may be determined necessary by the commissioner. The:

(1) department shall have the powers granted; and

(2) examination shall be governed;
by the provisions of IC 27-1-3.1. All expenses of an examination shall be borne by the PEO.

(c) Every application, summary plan description, and evidence of coverage form issued by a health benefit plan that is not
fully insured shall contain the following notice on the front page in not less than 12-point type: "Your coverage is through a self-
insured PEO. It is not fully insured. Your coverage is subject to the federal Employee Retirement Income Security Act of 1974 (29
U.S.C. 10001 et seq.). It may not be subject to all of the insurance laws and regulations of Indiana. State insurance guaranty funds
are not available for self-insured plans.". (Department of Insurance; 760 IAC 1-73-7; filed May 24, 2007, 4:15 p.m.: 20070620-IR-
760060069FRA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.:
20191218-IR-760190497RFA)
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760 IAC 1-73-8 Fees and penalties
Authority: IC 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC 27-1-3-28;IC 27-16

Sec. 8. (a) All fees required by this rule are nonrefundable.

(b) All fees and penalties collected under this rule shall be deposited into the department of insurance dedicated fund created
under IC 27-1-3-28. (Department of Insurance; 760 IAC 1-73-8; filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA;
readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 TAC 1-73-9 List of registered PEOs
Authority: IC 27-16-4-7; 1C 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC 27-16

Sec. 9. The department will post on its Web site a current list of registered PEOs. (Department of Insurance; 760 IAC 1-73-9;
filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-
760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-73-10 Confidential information
Authority: IC 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC 5-14-3-4;1C 27-16

Sec. 10. The department may share information, including confidential information, with another state agency as allowed by

IC 5-14-3-4. (Department of Insurance; 760 IAC 1-73-10; filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA, readopted

filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-73-11 Severability
Authority: 1C 27-16-4-7; IC 27-16-5-4; IC 27-16-5-6; IC 27-16-8-4
Affected: IC27-16

Sec. 11. If any section or portion of a section of this rule or its applicability to any person or circumstance is held invalid by
a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not be affected.
(Department of Insurance; 760 IAC 1-73-11; filed May 24, 2007, 4:15 p.m.: 20070620-IR-760060069FRA; readopted filed Nov
26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

Rule 74. Recognition of Preferred Mortality Tables for Use in Determining Minimum Reserve Liabilities

760 IAC 1-74-1 Definitions
Authority: 1C 27-1-3-7
Affected: IC27-1-12-10

Sec. 1. The following definitions apply throughout this rule:

(1) "2001 CSO Mortality Table" means those mortality tables, consisting of separate rates of mortality for male and female
lives, developed by the American Academy of Actuaries CSO Task Force from the Valuation Basic Mortality Table developed
by the Society of Actuaries Individual Life Insurance Valuation Mortality Task Force, and adopted by the NAIC in December
2002. The 2001 CSO Mortality Table is included in the Proceedings of the NAIC (2™ Quarter 2002) and supplemented by
the 2001 CSO Preferred Class Structure Mortality Table. Unless the context indicates otherwise, the "2001 CSO Mortality
Table" includes both the ultimate form of that table and the select and ultimate form of that table and includes both the smoker
and nonsmoker mortality tables and the composite mortality tables. It also includes both the age-nearest-birthday and age-last-
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birthday bases of the mortality tables. Mortality tables in the 2001 CSO Mortality Table include the following:
(A)"2001 CSO Mortality Table (F)" means that mortality table consisting of the rates of mortality for female lives from
the 2001 CSO Mortality Table.
(B) "2001 CSO Mortality Table (M)" means that mortality table consisting of the rates of mortality for male lives from
the 2001 CSO Mortality Table.
(C) "Composite mortality tables" means mortality tables with rates of mortality that do not distinguish between smokers
and nonsmokers.
(D) "Smoker and nonsmoker mortality tables" means mortality tables with separate rates of mortality for smokers and
nonsmokers.
(2) "2001 CSO Preferred Class Structure Mortality Table" means mortality tables with separate rates of mortality for Super
Preferred Nonsmokers, Preferred Nonsmokers, Residual Standard Nonsmokers, Preferred Smokers, and Residual Standard
Smoker splits of the 2001 CSO Nonsmoker and Smoker tables as adopted by the NAIC at the September 2006 national
meeting and published in the NAIC Proceedings (3™ Quarter 2006). Unless the context indicates otherwise, the "2001 CSO
Preferred Class Structure Mortality Table" includes both the ultimate form of that table and the select and ultimate form of
that table. It includes both the smoker and nonsmoker mortality tables. It includes both the male and female mortality tables
and the gender composite mortality tables. It also includes both the age-nearest-birthday and age-last-birthday bases of the
mortality table.
(3) "Statistical agent" means an entity with proven systems for protecting the confidentiality of individual insured and insurer
information, demonstrated resources for and history of ongoing electronic communications and data transfer ensuring data
integrity with insurers, which are its members or subscribers, and a history of and means for aggregation of data and accurate
promulgation of the experience modifications in a timely manner.
(Department of Insurance; 760 IAC 1-74-1; filed Oct 2, 2007, 4:11 p.m.: 2007103 1-IR-760060491FRA; readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RFA)

760 TAC 1-74-2 2001 CSO Preferred Class Structure Mortality Table
Authority: IC 27-1-3-7
Affected: IC 27-1-12-10

Sec. 2. At the election of the company, for each calendar year of issue, for any one (1) or more specified plans of insurance
and subject to satisfying the conditions stated in this rule, the 2001 CSO Preferred Class Structure Mortality Table may be
substituted in place of the 2001 CSO Smoker or Nonsmoker Mortality Table as the minimum valuation standard for policies issued
on or after January 1, 2007. No such election shall be made until the company demonstrates at least twenty percent (20%) of the
business to be valued on this table is in one (1) or more of the preferred classes. A table from the 2001 CSO Preferred Class
Structure Mortality Table used in place of a 2001 CSO Mortality Table, pursuant to the requirements of this rule, will be treated
as part of the 2001 CSO Mortality Table only for purposes of reserve valuation pursuant to the requirements of 760 IAC 1-35.
(Department of Insurance; 760 IAC 1-74-2; filed Oct 2, 2007, 4:11 p.m.: 2007103 1-IR-760060491FRA; readopted filed Nov 26,
2013, 3:43 p.m.: 20131225-IR-760130479RFA)

760 IAC 1-74-3 Conditions
Authority: IC 27-1-3-7
Affected: IC 27-1-12-10

Sec. 3. (a) For each plan of insurance with separate rates for Preferred and Standard Nonsmoker lives, an insurer may use the
Super Preferred Nonsmoker, Preferred Nonsmoker, and Residual Standard Nonsmoker tables to substitute for the Nonsmoker
mortality table found in the 2001 CSO Mortality Table to determine minimum reserves. At the time of election and annually
thereafter, except for business valued under the Residual Standard Nonsmoker Table, the appointed actuary shall certify the
following:

(1) The present value of death benefits over the next ten (10) years after the valuation date, using the anticipated mortality

experience without recognition of mortality improvement beyond the valuation date for each class, is less than the present

value of death benefits using the valuation basic table corresponding to the valuation table being used for that class.
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(2) The present value of death benefits over the future life of the contracts, using anticipated mortality experience without
recognition of mortality improvement beyond the valuation date for each class, is less than the present value of death benefits
using the valuation basic table corresponding to the valuation table being used for that class.

(b) For each plan of insurance with separate rates for Preferred and Standard Smoker lives, an insurer may use the Preferred
Smoker and Residual Standard Smoker tables to substitute for the Smoker mortality table found in the 2001 CSO Mortality Table
to determine minimum reserves. At the time of election and annually thereafter, for business valued under the Preferred Smoker
Table, the appointed actuary shall certify the following:

(1) The present value of death benefits over the next ten (10) years after the valuation date, using the anticipated mortality

experience without recognition of mortality improvement beyond the valuation date for each class, is less than the present

value of death benefits using the Preferred Smoker valuation basic table corresponding to the valuation table being used for
that class.

(2) The present value of death benefits over the future life of the contracts, using anticipated mortality experience without

recognition of mortality improvement beyond the valuation date for each class, is less than the present value of death benefits

using the Preferred Smoker valuation basic table.

(c) Unless exempted by the commissioner, every authorized insurer using the 2001 CSO Preferred Class Structure Table shall
annually file with the commissioner, with the NAIC, or with a statistical agent designated by the NAIC and acceptable to the
commissioner, statistical reports showing mortality and such other information as the commissioner may deem necessary or
expedient for the administration of the provision of this rule. The form for the reports shall be established by the commissioner or
the commissioner may require the use of a form established by the NAIC or by a statistical agent designated by the NAIC and
acceptable to the commissioner. (Department of Insurance; 760 IAC 1-74-3; filed Oct 2, 2007, 4:11 p.m.: 20071031-IR-
760060491FRA; readopted filed Nov 26, 2013, 3:43 p.m.: 20131225-IR-760130479RFA)

760 IAC 1-74-4 Severability
Authority: IC 27-1-3-7
Affected: IC 27-1-12-10

Sec. 4. If any provision of this rule or its application to any person or circumstance is for any reason held to be invalid, the
remainder of the rule and the application of the provision to other persons or circumstances shall not be affected. (Department of
Insurance; 760 IAC 1-74-4; filed Oct 2, 2007, 4:11 p.m.: 2007103 1-IR-760060491FRA; readopted filed Nov 26, 2013, 3:43 p.m.:
20131225-IR-760130479RFA)

Rule 75. School Trusts

760 IAC 1-75-1 Definitions
Authority: IC 20-42.5-2-1
Affected: IC 20-20-1; IC 27-1-34-1; IC 27-7-2-2

Sec. 1. The following definitions apply throughout this rule:
(1) "Affiliate of" or "affiliated with" (a specific person) means a person that directly, or indirectly through one (1) or more
intermediaries:

(A) controls;

(B) is controlled by; or

(C) is under common control with;
the person specified.
(2) "Commissioner" means the commissioner of the department of insurance.
(3) "Contributions" means monies contributed to the trust to fund payments for past, current, or future liabilities.
(4) "Department" means the Indiana department of insurance.
(5) "Educational service center" means an extended agency of school corporations established under IC 20-20-1.
(6) "Founding participants" means the original risk pool participants, including the following:

(A) Educational service centers.
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(B) School corporations.
(C) Charter schools.
(7) "Fund balance" means the total assets in excess of total liabilities, except that assets pledged to secure debts not reflected
on the books of the risk pool are not included in the fund balance. The term includes other:
(A) contributed capital,
(B) retained earnings;
(C) liquid capital; and
(D) loss fund assets.
(8) "ICRB" means the worker's compensation rating bureau of Indiana as defined in IC 27-7-2-2 and referenced throughout
IC 27-7-2.
(9) "Loss fund" means a segregated fund consisting of amounts that may be utilized by the risk pool to satisfy section 3(d)(5)
of this rule.
(10) "NAIC" means the National Association of Insurance Commissioners.
(11) "NAIC examiner's handbook" has the meaning set forth in IC 27-1-3.1-6 [IC 27-1-3.1-6 was repealed by P.L.124-2018,
SECTION 3, effective July 1, 2018.].
(12) "Participation agreement" means the document pursuant to which a risk pool participant undertakes and agrees to fulfill
obligations as a member of the risk pool.
(13) "Qualified actuary" means an actuary who:
(A) is not an employee of the risk pool, third party administrator, or trust administrator; and
(B) is:
(i) a fellow of the Society of Actuaries; or
(i1) a member of the:
(AA) Casualty Actuarial Society; and
(BB) American Academy of Actuaries.
(14) "Qualified financial institution" means an institution that:
(A)is a:
(i) national bank;
(i1) state bank; or
(iii) trust company;
that is a member of the Federal Reserve System;
(B) has been granted authority to operate with fiduciary powers; and
(©)is:
(1) regulated;
(i1) supervised; and
(iii) examined;
by federal or state authorities having regulatory authority over banks and trust companies.
(15) "Risk pool" means a trust created under Indiana law for the purpose of pooling risks of school corporations and
educational service centers under the provisions of IC 20-42.5-2-1. A risk pool offering employee benefits that is registered
under section 3 of this rule is not a multiple employer welfare arrangement as defined in IC 27-1-34-1.
(16) "Risk pool participant" means any participating member with coverage under the risk pool, including the following:
(A) Educational service centers.
(B) School corporations.
(C) Charter schools.
(Department of Insurance; 760 IAC 1-75-1; filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-760070144FRA; readopted filed Nov 17,
2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 TAC 1-75-2 Feasibility study
Authority: IC 20-42.5-2-1
Affected: IC 20-42.5-2-1
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Sec. 2. (a) A risk pool shall obtain a feasibility study from a qualified actuary, or other expert approved by the commissioner,
before submitting an application under section 3 of this rule. The feasibility study shall estimate the contributions necessary to cover
losses and expenses for the risk pool. It shall include the expert's opinion that a risk pool is an appropriate vehicle for the founding
participants of the risk pool. The following factors shall be considered and addressed in the feasibility study:

(1) Risks for which the risk pool will provide coverage.

(2) The amounts of initial capital and expenses the founding participants will commit to the risk pool from their own resources

until the risk pool becomes self-supporting.

(3) The types of services the risk pool will require and their possible source. Services may include the following:

(A) Actuarial.
(B) Financial.
(C) Legal.

(D) Management.

(4) Goals and future changes anticipated by the organization.

(b) The results of the feasibility study shall address the following two (2) distinct parts:

(1) A risk management analysis to determine the lines of coverage and types of losses that could best be financed through the

risk pool.

(2) An operational analysis to project the costs and benefits under different scenarios that the founding participants could

expect from the most reasonable use of a risk pool. At a minimum, the operational analysis shall include the following

cost/benefit relationships of alternatives as determined from the following:
(A) Price quotations from reinsurers or excess insurers.
(B) Costs to be charged by management companies.
(C) Costs and benefits for other services on all activities relevant to the operation.
(Department of Insurance; 760 IAC 1-75-2; filed Apr 14, 2008, 10:28 a.m.: 200805 14-IR-760070144FRA; readopted filed Nov 17,
2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-3 Certificate of registration
Authority: 1C 20-42.5-2-1
Affected: IC4-21.5-5;IC 27-1-3.1; IC 27-1-13-3

Sec. 3. (a) A risk pool may not engage in business in Indiana without first obtaining a certificate of registration from the
department.

(b) To obtain a certificate of registration, a risk pool shall submit an application for a certificate of registration. The application
shall be on a form prescribed by the department. The application shall be completed and submitted along with the following
information:

(1) Copies of all current articles, bylaws, participation agreements, trusts, and other documents describing the rights and

obligations of risk pool participants.

(2) The most recent audited financial statement or, in the case of a start-up operation, a pro forma financial statement of the

risk pool for the next twelve (12) months.

(3) Proof of a fidelity bond protecting the money, securities, and other property of the risk pool. Coverage shall be at least

equal to the insuring agreements of employee theft or employee dishonesty. The definition of "employee" shall be broadened

to include the following:
(A) Leased employees.
(B) Agents.
(C) Noncompensated officers.
(D) Students.
(E) Volunteer workers.
(F) Designated agents.

The bond shall be written for at least the suggested minimum amount specified in the formula presented in the NAIC

examiner's handbook.

(4) A business plan for the risk pool.

Indiana Administrative Code 2020 Edition Page 361



DEPARTMENT OF INSURANCE

(5) A feasibility study in compliance with section 2 of this rule.
(6) A signed statement from all of the founding participants that they have read the feasibility study and have individually
concluded they wish to proceed with the creation of, and participation in, the risk pool.
(7) Copies of the following:
(A) Specimen coverage forms, rules, rates to be charged, and underwriting guides.
(B) All insurance in force.
(C) Organizational chart illustrating all entities affiliated with the risk pool.
(D) Agreements with service providers.
(E) Stop loss, excess, and reinsurance agreements, which shall include the stop loss attachment point and aggregate
retention.
(F) If arisk pool offers worker's compensation through an insurer, a certificate of insurance from an insurance company
as required by section 5(c) of this rule.
(8) A statement of the costs for coverage, which must include an itemization of amounts for administration, reserves, and other
expenses associated with operation of the risk pool, as required by section 6 of this rule.
(9) A statement of the risk pool's contingency provisions for financing in the event of any of the following:
(A) Unexpectedly costly or ineffective risk financing.
(B) Ongoing expenses above budgeted amounts.
(C) Outlays for unexpected or excessive losses.
(D) Income loss or expenses incurred.
(E) Adverse loss experience incurred from withdrawal of risk pool participants.
(10) Any assessment formula used in subdivision (9) for determining the allocation of amounts needed between and among
risk pool participants.
(11) The risk pool's:
(A) formulas for reallocation and reassessment when adding or deleting members;
(B) formulas for assessment of risk pool participants' contributions;
(C) dividend payment policy and dividend allocation formula; and
(D) formula for reassessment or reallocation upon termination or liquidation of the risk pool.
(12) Names and addresses of the following:
(A) The educational service center or centers associated with the risk pool.
(B) The members of the board of trustees of the risk pool.
(13) Biographical affidavits submitted on the form prescribed by the NAIC for insurers for the following:
(A) The members of the board of trustees.
(B) The trust administrator and those performing:
(1) actuarial;
(i) financial;
(iii) legal;
(iv) loss control;
(v) underwriting; and
(vi) claims;
functions to be used by the risk pool.
(C) All other persons with decision making authority for the risk pool.
(14) The application fee required by section 15 of this rule.
(15) A copy of all proposed marketing materials.
(c) The commissioner:
(1) shall examine the application and documents submitted by the applicant;
(2) may request any additional information that he or she deems relevant to the application; and
(3) shall have the power to:
(A) conduct any investigation under IC 27-1-3.1 the commissioner may deem necessary;
(B) examine under oath any persons interested in or connected with the risk pool; and
(C) grant or deny approval of an application submitted under this section.
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(d) A certificate of registration shall not be issued until the commissioner approves the risk pool's application. The
commissioner may not approve an application unless the risk pool meets all of the following requirements:
(1) The risk pool must:
(A) consist of two (2) or more school corporations;
(B) be controlled and sponsored directly by risk pool participants;
(C) be operated pursuant to a trust agreement by a board of trustees who shall:
(i) have complete fiscal control over the risk pool;
(i1) be responsible for all operations of the risk pool; and
(iii) be employees of Indiana public school corporations or educational service centers; and
(D) be:
(i) mutual in organizational form;
(i1) assessable; and
(iii) a not-for-profit organization.
(2) The risk pool shall:
(A) have within its own organization adequate facilities and competent personnel, acceptable to the commissioner, to
service the risk pool; or
(B) contract with a third party administrator.
(3) The risk pool shall have applications from not fewer than two (2) prospective risk pool participants. The annual gross
contributions to the plan shall not be less than one million dollars ($1,000,000) for a risk pool that covers only worker's
compensation liability and one million five hundred thousand dollars ($1,500,000) for a risk pool that covers any lines other
than, or in addition to, worker's compensation liability.
(4) The risk pool shall possess a written commitment, binder, or policy for stop loss insurance issued by an insurer, reinsurer,
or excess insurer with the equivalent of an A.M. Best rating of not less than A-, authorized to do business in this state. The
stop loss insurance shall provide the following:
(A) Not less than sixty (60) days' notice to the commissioner of any cancellation or nonrenewal of coverage.
(B) An aggregate stop loss attachment point of not more than one hundred twenty-five percent (125%) of the amount
of expected claims for the following year.
(5) The risk pool contributions must be set to fund at least one hundred percent (100%) of the aggregate retention plus all
other costs of the risk pool. The aggregate retention shall include all claims below the stop loss attachment point. Amounts
contained in a loss fund are considered to be contributions that may be utilized by the risk pool to satisfy this requirement.
Funds shall be on deposit with the risk pool upon issuance of its first policy.
(6) The risk pool must have procedures acceptable to the commissioner for the following:
(A) The routine handling of claims.
(B) Handling claims in the event of dissolution of the risk pool.
(7) The risk pool shall:
(A) obtain a fidelity bond in the amount required by subsection (b)(3); and
(B) be operated in accordance with sound actuarial principles.
(8) All funds of the risk pool shall be held in trust in the name of the risk pool in a qualified financial institution. A risk pool
shall invest funds as described in IC 27-1-13-3(b). Any other form of investment must be specifically approved by the
commissioner. The risk pool may:
(A) commingle the funds of the risk pool participants; and
(B) invest funds using a common investment policy.
(9) The risk pool's dividend:
(A) allocation formula; and
(B) payment policy;
must be acceptable to the commissioner.
(10) The risk pool's participation application and participation agreement must contain the language required by section 14
of this rule.
(e) A denial of an application shall:
(1) be in writing;

Indiana Administrative Code 2020 Edition Page 363



DEPARTMENT OF INSURANCE

(2) specify the reasons for denial; and
(3) provide notice of an applicant's right to request a hearing. Any request for a hearing shall be submitted within sixty (60)
days of receipt of the department's denial. A final order of the commissioner is a final order subject to judicial review under
IC 4-21.5-5.
(Department of Insurance; 760 IAC 1-75-3; filed Apr 14, 2008, 10:28 a.m.: 200805 14-1R-760070144FRA, readopted filed Nov 17,
2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-4 Participation agreements
Authority: 1C 20-42.5-2-1
Affected: IC 20-42.5-2-1

Sec. 4. (a) The participation agreement shall include the following:
(1) Procedures for individual risk pool participant entry and withdrawal. The participation agreement shall include the
following:
(A) Provisions for any ownership or investment interest.
(B) Length of initial membership period or participation period.
(C) Penalties for withdrawal, if any.
(D) Rights to risk pool assets or income.
(E) Obligations for any continuing liabilities for current and future expenses of the risk pool.
(F) A continuing obligation for the risk pool to calculate and report incurred but not reported losses incurred during
the risk pool participant's tenure with the risk pool.
(G) The formula used to determine how the:
(i) assets;
(i1) liabilities;
(iii) income; and
(iv) expenses;
will be apportioned among risk pool participants or reapportioned among risk pool participants when adding new risk
pool participants or deleting retiring risk pool participants.
(H) Provisions delineating a risk pool participant's voting rights during and after participation periods.
(2) An individual risk pool participant's right to obtain, within not more than thirty (30) days from the date of the request, the
individual loss experience for all lines of coverage purchased by any risk pool participant for the period of time the risk pool
participant was covered by the risk pool.
(3) Procedures for termination of the risk pool, or the entity operating the risk pool, including allocation of current and future:
(A) assets;
(B) liabilities;
(C) income; and
(D) expenses;
among current and former risk pool participants.
(b) The participation agreement may not include any of the following provisions:
(1) A notice of termination of coverage or withdrawal from the risk pool longer than ninety (90) days.
(2) A provision relieving the risk pool of liability and requiring the withdrawing risk pool participant to individually assume,
upon termination, any of the pooled losses or claims, whether known or unknown, occurring during the time the risk pool
participant was a member of the risk pool.
(3) A provision that entitles a risk pool participant to segregated investments.
(Department of Insurance; 760 IAC 1-75-4; filed Apr 14, 2008, 10:28 a.m.: 200805 14-IR-760070144FRA; readopted filed Nov 17,
2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-5 Coverage and forms
Authority: 1C 20-42.5-2-1
Affected: IC27-1-5-1;1C 27-7-2-28.1

Indiana Administrative Code 2020 Edition Page 364



DEPARTMENT OF INSURANCE

Sec. 5. (a) A risk pool may offer any of the following coverages:

(1) Liability insurance.

(2) Property insurance.

(3) Casualty insurance.

(4) Worker's compensation insurance.

(5) Employee health insurance.

(6) Vision insurance.

(7) Dental insurance.

(8) Automobile liability insurance.

(9) Professional liability insurance.

(10) Boiler and machinery insurance.

(11) Crime insurance.

(12) Any other insurance.

(b) A risk pool may issue initial coverage for the first policy term of a new risk pool participant at any time. A renewal policy
issued by the risk pool to a risk pool participant after the first policy term shall be written for a policy term concurrent with the risk
pool's operating fiscal year.

(c) If arisk pool offers worker's compensation through an insurer, it must be by a primary or excess insurer holding a license
described in Class 2(b) of IC 27-1-5-1. The insurer shall comply with all requirements of IC 27-7-2. The risk pool or the primary
or excess insurer shall report data required by IC 27-7-2-28.1 to the ICRB for the risk pool and for each individual risk pool
participant. (Department of Insurance; 760 IAC 1-75-5; filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-760070144FRA, readopted
filed Nov 17, 2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-6 Contributions
Authority: IC 20-42.5-2-1
Affected: IC 20-42.5-2-1

Sec. 6. (a) Contributions shall be established by the risk pool board of trustees based on all of the following factors:
(1) The funding level of the loss fund recommended by the risk pool's actuary in accordance with this rule. Contributions must
be based on actuarial and financial assumptions regarding the risk pool's:
(A) participants' collective loss experience;
(B) operating expenses;
(C) investment income;
(D) dividend:
(1) projections;
(i) allocation formula; and
(iii) payment policy.
(2) The charge for stop loss insurance.
(3) Administrative expenses, including, but not limited to, the following:
(A) Claims adjusting.
(B) Program administration.
(C) Loss prevention.
(D) Actuarial services.
(E) Legal services.
(F) Accounting services.
(G) Regulatory fees.
(H) Board meetings.
(I) General administration.
(b) The risk pool's contribution and rating plan must be:
(1) adopted by the risk pool's board of trustees; and
(2) filed annually with the department.
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(Department of Insurance; 760 IAC 1-75-6; filed Apr 14, 2008, 10:28 a.m.: 200805 14-IR-760070144FRA, readopted filed Nov 17,
2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-7 Duties of administrators
Authority: IC 20-42.5-2-1
Affected: IC 27-7-2

Sec. 7. (a) A risk pool administrator shall maintain the following:

(1) Loss data and coverage information for each individual risk pool participant in a risk pool on a year to year basis and

provide loss data and coverage information to current and former risk pool participants upon reasonable notice.

(2) Accounting records so that the total of assets, liabilities, surplus, and expenses whether actual, unpaid, accrued, or reserved

are updated and maintained on a fiscal year basis and, using a formula developed by the risk pool, allocated among risk pool

participants. The total surplus and liability for each risk pool participant for each year of pool participation shall:
(A) be calculable using the formula developed by the risk pool; and
(B) represent the retained risk potential and total estimated assessment, should it ultimately be declared, of each risk
pool participant for the years the risk pool participant was a member of the risk pool.

(3) On an annual basis, an estimate of the amount of each risk pool participant's total individually accrued liability to the risk

pool and the potential assessment for the period of time the risk pool participant is or was a member in the risk pool.

(b) If the risk pool offers worker's compensation through an insurer, the trust administrator shall maintain and provide, at the
request of the risk pool participant, the accurate individual risk pool participant's own distinct experience modification factor
calculated in accordance with the rules of, and acceptable to, the ICRB. (Department of Insurance; 760 IAC 1-75-7; filed Apr 14,
2008, 10:28 a.m.: 20080514-1R-760070144FRA; readopted filed Nov 17, 2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-8 Filings
Authority: IC 20-42.5-2-1
Affected: IC27-1-3-13

Sec. 8. (a) A risk pool shall file an annual report with the commissioner by March 1 of the year following the end of the risk
pool's fiscal year. The report shall be verified by the oath of the chair of the board of trustees. The report must summarize the
business activities of the trust for the immediately preceding year and must contain all of the following items:

(1) Management discussion and analysis.

(2) Financial statements.

(3) A rate and reserve analysis prepared and certified by a qualified actuary, or other professional approved by the

commissioner, that states the following:

(A) The risk pool is being operated in accordance with sound actuarial principles.
(B) A description and explanation of actuarial:
(i) assumptions; and
(i1) methods.
(C) The risk pool maintains a stop loss, reinsurance, or excess insurance policy with an aggregate retention of not more
than one hundred twenty-five percent (125%) of the amount of expected claims for the following year.

(4) If the risk pool has been examined by a regulatory authority, the report shall:

(A) identify the entity that conducted the examination; and
(B) include a copy of the examination report.

(5) The risk pool's contribution and rating plan, as required by section 6 of this rule.

(6) The names and addresses of all risk pool participants.

(7) Any material changes to the initial application for the certificate of registration.

(b) For purposes of this rule, expected claims shall be expressed by the actuary at a confidence level of at least seventy-five
percent (75%).

(c) Each filing made with the department shall be accompanied by the filing fee required by section 15 of this rule.
(Department of Insurance; 760 IAC 1-75-8; filed Apr 14, 2008, 10:28 a.m.: 200805 14-IR-760070144FRA; readopted filed Nov 17,
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2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-9 Examinations
Authority: IC 20-42.5-2-1
Affected: IC 20-42.5-2-1;IC 27-1-3.1

Sec. 9. (a) The commissioner or any person appointed by the commissioner shall have the power to examine the affairs of any
registered risk pool, or an applicant for registration, and for such purposes shall have free access to all the books, records, and
documents that relate to the business of the plan and may examine under oath its:

(1) trustees or directors;

(2) administrators;

(3) officers;

(4) agents; and

(5) employees;
in relation to the affairs, transactions, and conditions of the risk pool. The costs and expenses of the examination shall be paid by
the risk pool. The examination shall be conducted in accordance with IC 27-1-3.1 and may cover financial or market conduct issues.

(b) Each risk pool must:

(1) have and maintain a place of business in Indiana; and

(2) make available to the commissioner complete records of its:

(A) assets;

(B) transactions; and

(C) affairs;
in accordance with such methods and systems as are customary for or suitable to the kind or kinds of business transacted.
(Department of Insurance; 760 IAC 1-75-9; filed Apr 14, 2008, 10:28 a.m.: 200805 14-IR-760070144FRA; readopted filed Nov 17,
2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-10 Enforcement
Authority: IC 20-42.5-2-1
Affected: IC 4-21.5-3;1C 4-21.5-5;IC 27-4-1-4.5

Sec. 10. (a) The commissioner may deny, suspend, or revoke a certificate of registration if the commissioner finds that the
risk pool has failed to meet the requirements of this rule or any applicable statute. If a risk pool's certificate of registration is denied,
suspended, or revoked under this subsection, the commissioner shall notify the risk pool and advise the risk pool in writing of the
reasons for the denial, suspension, or revocation. Not later than sixty (60) days after receiving a notice from the commissioner under
this subsection, the risk pool may make a written demand upon the commissioner for a hearing to determine the reasonableness of
the commissioner's action. The hearing shall be:

(1) held within sixty (60) days from the date of receipt of the written demand of the risk pool; and

(2) conducted in accordance with IC 4-21.5-3.

A final order of the commissioner is a final order subject to judicial review under I1C 4-21.5-5.

(b) The commissioner shall deny, suspend, or revoke the certificate of registration of a risk pool if the commissioner finds
the risk pool has:

(1) a negative fund balance;

(2) refused to:

(A) be examined; or

(B) produce the risk pool's accounts, records, and files for examination or any of the risk pool's officers have refused
to give information with respect to the risk pool's affairs to perform any other legal obligation as to such examination
when required by the commissioner; or

(3) failed to:

(A) pay a final judgment rendered against it in court within thirty (30) days; or
(B) post the assigned appeal bond.
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(Department of Insurance; 760 IAC 1-75-10; filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-760070144FRA; readopted filed Nov
17,2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-11 Withdrawal
Authority: 1C 20-42.5-2-1
Affected: IC 20-42.5-2-1

Sec. 11. (a) A risk pool participant may withdraw from a risk pool under the following conditions:

(1) The risk pool participant has fulfilled any minimum time commitment required under the initial participation agreement.

(2) The risk pool participant provides written notice to the risk pool of its intent to withdraw.

(b) A risk pool may require a risk pool participant to provide written notice of withdrawal not more than ninety (90) days
before the withdrawal date. (Department of Insurance; 760 IAC 1-75-11; filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-
760070144FRA; readopted filed Nov 17, 2014, 3:39 p.m.: 20141217-1R-760140197RFA)

760 IAC 1-75-12 Termination
Authority: IC 20-42.5-2-1
Affected: IC 20-42.5-2-1

Sec. 12. If a risk pool is terminated for any reason, the trust may not be dissolved until all outstanding financial obligations
of the risk pool are paid. The risk pool shall retain sufficient funds to provide coverage for an additional period as the trustees of
the risk pool consider prudent. The trustees may purchase additional insurance for protection against potential future claims. Any
funds remaining in the risk pool after satisfaction of all obligations must be paid to risk pool participants in an equitable manner
approved by the commissioner. (Department of Insurance; 760 IAC 1-75-12; filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-
760070144FRA; readopted filed Nov 17, 2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-13 Liability of risk pool participants
Authority: 1C 20-42.5-2-1
Affected: IC 20-42.5-2-1

Sec. 13. (a) The liability of each risk pool participant for the obligations of the risk pool is joint and several.

(b) Eachrisk pool participant has a contingent assessment liability under this section for payment of actual losses and expenses
incurred during participation in the risk pool.

(c) Each participation agreement issued by the risk pool must contain a statement of the contingent liability of risk pool
participants as required by section 14 of this rule. (Department of Insurance; 760 IAC 1-75-13; filed Apr 14, 2008, 10:28 a.m.:
20080514-IR-760070144FRA; readopted filed Nov 17, 2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-14 Written notice
Authority: IC 20-42.5-2-1
Affected: IC 20-42.5-2-1

Sec. 14. (a) The application for participation and the participation agreement must contain the following statement: "This is
a fully assessable contract. In the event (the Risk Pool) is unable to pay its obligations, participating members will be required to
contribute through an equitable assessment the money necessary to meet any unfulfilled obligations.".

(b) Every application and coverage form must contain the following notice: "Y our coverage is issued by a Risk Pool. The Risk
Pool is regulated by the Indiana Department of Insurance. State insurance guaranty funds are not available for your Risk Pool.".
(Department of Insurance; 760 IAC 1-75-14, filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-760070144FRA; readopted filed Nov
17,2014, 3:39 p.m.: 20141217-IR-760140197RFA)
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760 IAC 1-75-15 Fees
Authority: IC 20-42.5-2-1
Affected: IC 27-1-3-28

Sec. 15. (a) The following fees apply to risk pools:

(1) An applicant shall pay a nonrefundable fee of three hundred fifty dollars ($350) for filing an application for a certificate

of registration.

(2) Each risk pool holding a certificate of registration shall pay an annual internal audit fee of two hundred fifty dollars ($250).

(3) An annual report fee of one hundred dollars ($100) shall accompany the filing of the annual report required by section

8 of this rule.

(b) The commissioner shall deposit fees collected under this section into the department of insurance fund established by IC
27-1-3-28. (Department of Insurance; 760 IAC 1-75-15; filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-760070144FRA; readopted
filed Nov 17, 2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-16 Transparency of vendors
Authority: IC 20-42.5-2-1
Affected: IC 4-21.5-3

Sec. 16. (a) All vendors providing services to the risk pool shall fully and completely disclose to the risk pool any and all
compensation received by the vendor associated with the services provided by the vendor to the risk pool. The disclosure shall be:

(1) in writing; and

(2) delivered to the risk pool annually on or before March 1.

(b) No insurance producer or any affiliate of a producer may accept or receive any compensation from an insurer or other third
party for placement of insurance for the risk pool unless the producer or affiliate has, prior to the purchase of the insurance, obtained
the written acknowledgment and consent of the risk pool.

(c) If the commissioner finds that any vendor has committed a material violation of this section, the risk pool shall not be
permitted to continue to receive services from that vendor. The commissioner shall notify the risk pool and vendor in writing of the
reasons for the findings. Not later than sixty (60) days after receiving a notice from the commissioner under this subsection, the risk
pool or vendor may make a written demand upon the commissioner for a hearing to determine the reasonableness of the
commissioner's action. The hearing shall be:

(1) held within sixty (60) days from the date of receipt of the written demand of the risk pool or vendor; and

(2) conducted in accordance with IC 4-21.5-3.

(Department of Insurance; 760 IAC 1-75-16; filed Apr 14, 2008, 10:28 a.m.: 20080514-IR-760070144FRA; readopted filed Nov
17,2014, 3:39 p.m.: 20141217-IR-760140197RFA)

760 IAC 1-75-17 Severability
Authority: 1C 20-42.5-2-1
Affected: IC 20-42.5-2-1

Sec. 17. If:

(1) any section or portion of a section of this rule; or

(2) its applicability to any person or circumstance;
is held invalid by a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not
be affected. (Department of Insurance; 760 1AC 1-75-17, filed Apr 14, 2008, 10:28 a.m.: 200805 14-IR-760070144FRA; readopted
filed Nov 17, 2014, 3:39 p.m.: 20141217-IR-760140197RFA)

Rule 76. Preneed Life Insurance Minimum Standards for Determining Reserve Liabilities and
Nonforfeiture Values
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760 IAC 1-76-1 Definitions
Authority: IC 27-1-3-7
Affected: IC 30-2-13-8

Sec. 1. The following definitions apply throughout this rule:
(1) "2001 CSO Mortality Table" means that mortality table, consisting of separate rates of mortality for male and female lives,
developed by the American Academy of Actuaries CSO Task Force from the Valuation Basic Mortality Table developed by
the Society of Actuaries Individual Life Insurance Valuation Mortality Task Force, and adopted by the NAIC in December
2002. The 2001 CSO Mortality Table is included in the Proceedings of the NAIC (2nd Quarter 2002). Unless the context
indicates otherwise, the "2001 CSO Mortality Table" includes both the ultimate form of that table and the select and ultimate
form of that table and includes both the smoker and nonsmoker mortality tables and the composite mortality tables. It also
includes both the age-nearest-birthday and age-last-birthday bases of the mortality tables.
(2) "Preneed insurance" means any life insurance policy or certificate that is issued in combination with, in support of, with
an assignment to, or as a guarantee for a prearrangement agreement for services or merchandise as defined in IC 30-2-13-8,
to be provided at the time of and immediately following the death of the insured. The status of the policy or contract as
preneed insurance is determined at the time of issue in accordance with the policy form filing.
(3) "Ultimate 1980 CSO" means the Commissioners' 1980 Standard Ordinary Life Valuation Mortality Tables (1980 CSO)
without ten-year (10-year) selection factors, incorporated into the 1980 amendments to the NAIC Standard Valuation Law
approved in December 1983.
(Department of Insurance; 760 IAC 1-76-1; filed Jan 27, 2009, 9:49 a.m.: 20090225-IR-760080613FRA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-76-2 2001 minimum valuation mortality standards
Authority: IC 27-1-3-7
Affected: IC 27-1-12-10

Sec. 2. For preneed insurance contracts, as defined in section 1 of this rule, and similar policies and contracts, the minimum
mortality standard for determining reserve liabilities and nonforfeiture values for both male and female insureds shall be the Ultimate
1980 CSO. (Department of Insurance; 760 IAC 1-76-2; filed Jan 27, 2009, 9:49 a.m.: 20090225-IR-760080613FRA; readopted

filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-76-3 Minimum valuation interest rate standards
Authority: 1C 27-1-3-7
Affected: IC27-1-12-7

Sec. 3. (a) The interest rates used in determining the minimum standard for valuation of preneed insurance shall be the
calendar year statutory valuation interest rates as set forth in IC 27-1-12-10 [IC 27-1-12-10 was repealed by P.L.276-2013,
SECTION 5, effective July 1, 2013.].

(b) The interest rates used in determining the minimum standard for nonforfeiture values for preneed insurance shall be the
calendar year statutory nonforfeiture interest rates as set forth in IC 27-1-12-7. (Department of Insurance; 760 IAC 1-76-3; filed
Jan 27, 2009, 9:49 a.m.: 20090225-1R-760080613FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-76-4 Minimum valuation method standards
Authority: IC 27-1-3-7
Affected: IC 27-1-12-7

Sec. 4. (a) The method used in determining the standard for the minimum valuation of reserves of preneed insurance shall
be the method set forth in IC 27-1-12-10 /IC 27-1-12-10 was repealed by P.L.276-2013, SECTION 5, effective July 1, 2013.].

(b) The method used in determining the standard for the minimum nonforfeiture values for preneed insurance shall be the
method set forth in IC 27-1-12-7. (Department of Insurance; 760 IAC 1-76-4; filed Jan 27, 2009, 9:49 a.m.: 20090225-IR-
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760080613FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-76-5 Transition rules
Authority: IC 27-1-3-7
Affected: IC 27-1-12-10

Sec. 5. (a) For preneed insurance policies issued on or after the effective date of this rule and before January 1,2012, the 2001
CSO Mortality Table may be used as the minimum standard for reserves and minimum standard for nonforfeiture benefits for both
male and female insureds.

(b) If an insurer elects to use the 2001 CSO Mortality Table as a minimum standard for any policy issued on or after the
effective date of this regulation and before January 1, 2012, the insurer shall provide, as a part of the actuarial opinion memorandum
submitted in support of the company's asset adequacy testing, an annual written notification to the domiciliary commissioner. The
notification shall include the following:

(1) A complete list of all preneed policy forms that use the 2001 CSO Mortality Table as a minimum standard.

(2) A certification signed by the appointed actuary stating that the reserve methodology employed by the company in

determining reserves for the preneed policies issued after the effective date and using the 2001 CSO Mortality Table as a

minimum standard, develops adequate reserves. For the purposes of this certification, the preneed insurance policies using

the 2001 CSO Mortality Table as a minimum standard cannot be aggregated with any other policies.

(3) Supporting information regarding the adequacy of reserves for preneed insurance policies issued after the effective date

of this regulation and using the 2001 CSO Mortality Table as a minimum standard for reserves.

(c) Preneed insurance policies issued on or after January 1, 2012, must use the Ultimate 1980 CSO in the calculation of
minimum nonforfeiture values and minimum reserves. (Department of Insurance; 760 IAC 1-76-5; filed Jan 27, 2009, 9:49 a.m.:
20090225-1R-760080613FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-76-6 Effective date
Authority: IC 27-1-3-7
Affected: IC 27-1-12-10

Sec. 6. This rule is applicable to preneed insurance policies and certificates and similar contracts and certificates, as specified
in section 1 of this rule, issued on or after January 1, 2009. (Department of Insurance; 760 IAC 1-76-6; filed Jan 27, 2009, 9:49
a.m.: 20090225-IR-760080613FRA, readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-1R-760150341RFA)

760 IAC 1-76-7 Severability
Authority: IC 27-1-3-7
Affected: IC 27-1-12-10

Sec. 7. If:

(1) any section or portion of a section of this rule; or

(2) its applicability to any person or circumstance;
is held invalid by a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not
be affected. (Department of Insurance; 760 IAC 1-76-7; filed Jan 27, 2009, 9:49 a.m.: 20090225-IR-760080613FRA, readopted
filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

Rule 77. Military Sales Practices
760 TAC 1-77-1 Definitions

Authority: IC 27-4-1-4

Affected: IC27-4-1-4

Sec. 1. The following definitions apply throughout this rule:
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(1) "Active duty" means full-time duty in the active military service of the United States and includes members of the reserve
component (national guard and reserve) while serving under published orders for active duty or full-time training. The term
does not include members of the reserve component who are performing active duty or active duty for training under military
calls or orders specifying periods of less than thirty-one (31) calendar days.
(2) "Department of Defense personnel" means all active duty service members and all civilian employees, including
nonappropriated fund employees and special government employees, of the Department of Defense.
(3) "Door to door" means a solicitation or sales method whereby an insurance producer proceeds randomly or selectively from
household to household without prior specific appointment.
(4) "General advertisement" means an advertisement having as its sole purpose the promotion of the reader's or viewer's
interest in the concept of insurance, or the promotion of the insurer or the insurance producer.
(5) "Insurance producer" means a person required to be licensed under the laws of this state to sell, solicit, or negotiate
insurance, including annuities.
(6) "Insurer" means a company required to be licensed under the laws of this state to provide insurance products, including
annuities.
(7) "Known" or "knowingly" means, depending on its use in this rule, the insurance producer or insurer had actual awareness,
or in the exercise of ordinary care should have known, at the time of the act or practice complained of, that the person
solicited:
(A) is a service member; or
(B) is a service member with a pay grade of E-4 or below.
(8) "Life insurance" means insurance coverage on human lives, including benefits of endowment and annuities, and may
include benefits in the event of death or dismemberment by accident and benefits for disability income. Unless otherwise
specifically excluded, the term includes individually issued annuities.
(9) "Military installation" means any federally owned, leased, or operated:
(A) base;
(B) reservation;
(C) post;
(D) camp;
(E) building; or
(F) other facility;
to which service members are assigned for duty, including barracks, transient housing, and family quarters.
(10) "MyPay" is a Defense Finance and Accounting Service web-based system that enables service members to:
(A) process certain discretionary pay transactions; or
(B) provide updates to personal information data elements;
without using paper forms.
(11) "Service member" means any active duty officer (commissioned and warrant) or enlisted member of the United States
armed forces.
(12) "SGLI" means Servicemembers' Group Life Insurance, as authorized by 38 U.S.C. Section 1965 et seq.
(13) "Side fund" means a fund or reserve that is part of or otherwise attached to a life insurance policy (excluding individually
issued annuities) by rider, endorsement, or other mechanism that accumulates premium or deposits with interest or by other
means. The term does not include:
(A) accumulated value or cash value or secondary guarantees provided by a universal life policy;
(B) cash values provided by a whole life policy that are subject to standard nonforfeiture law for life insurance; or
(C) a premium deposit fund that:
(1) contains only premiums paid in advance that accumulate at interest;
(i1) imposes no penalty for withdrawal,
(ii1) does not permit funding beyond future required premiums;
(iv) is not marketed or intended as an investment; and
(v) does not carry a commission, either paid or calculated.
(14) "Specific appointment" means a prearranged appointment agreed upon by both parties and definite as to place and time.
(15) "United States armed forces" means all components of the:
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(A) army;

(B) navy;

(C) air force;

(D) marine corps; and

(E) coast guard.

(16) "VGLI" means Veterans' Group Life Insurance, as authorized by 38 U.S.C. Section 1965 et seq.

(Department of Insurance; 760 IAC 1-77-1; filed May 12, 2009, 11:29 a.m.: 20090610-IR-7600801 18FRA, readopted filed Nov
20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-77-2 Applicability and scope
Authority: 1C 27-4-1-4
Affected: IC 27-4-1-4

Sec. 2. (a) This rule applies to all solicitations or sales of any life insurance or annuity product by an insurer or insurance
producer to an active duty service member of the United States armed forces, except solicitations or sales involving any of the
following:

(1) Credit insurance.

(2) Group life insurance or group annuities where:

(A) there is no in-person, face-to-face solicitation of individuals by an insurance producer; or
(B) the contract or certificate does not include a side fund.
(3) An application to the existing insurer that issued the existing policy or contract when:
(A) a contractual change or a conversion privilege is being exercised;
(B) the existing policy or contract is being replaced by the same insurer pursuant to a program filed with and approved
by the commissioner; or
(C) a term conversion privilege is exercised among corporate affiliates.

(4) Individual stand-alone health policies, including disability income policies.

(5) Contracts offered by SGLI or VGLI.

(6) Life insurance contracts offered through or by a nonprofit military association, qualifying under Section 501(c)(23) of the

Internal Revenue Code (IRC), and that are not underwritten by an insurer.

(7) Contracts used to fund:

(A) an employee pension or welfare benefit plan that is covered by the Employee Retirement and Income Security Act
(ERISA);

(B) a plan described by Sections 401(a), 401(k), 403(b), 408(k), or 408(p) of the IRC, as amended, if established or
maintained by an employer;

(C) a government or church plan defined in Section 414 of the IRC, a government or church welfare benefit plan, or
a deferred compensation plan of a state or local government or tax exempt organization under Section 457 of the IRC;
(D) a nonqualified deferred compensation arrangement established or maintained by an employer or plan sponsor;
(E) settlements of or assumptions of liabilities associated with personal injury litigation or any dispute or claim
resolution process; or

(F) prearranged funeral contracts.

(b) Nothing in this rule shall be construed to abrogate the ability of nonprofit organizations or other organizations, or both,
to educate members of the United States armed forces in accordance with Department of Defense DoD Instruction 1344.07 —
Personal Commercial Solicitation on DoD Installations or successor directive.

(c) For purposes of this rule, the following shall not constitute solicitation:

(1) Advertisements, direct mail, and Internet marketing.

(2) Telephone marketing, provided the caller:

(A) explicitly and conspicuously discloses that the product concerned is life insurance; and
(B) makes no statements that avoid a clear and unequivocal statement that life insurance is the subject matter of the
solicitation.

Nothing in this subsection shall be construed to exempt an insurer or insurance producer from this rule in any in-person, face-to-face
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meeting established as a result of the solicitation exemptions identified in this subsection. (Department of Insurance; 7601AC 1-77-
2; filed May 12, 2009, 11:29 a.m.: 20090610-IR-760080118FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-
760150341RFA)

760 IAC 1-77-3 Practices declared false, misleading, deceptive, or unfair on a military installation
Authority: IC 27-4-1-4
Affected: IC 27-4-1-4

Sec. 3. (a) The following acts or practices when committed on a military installation by an insurer or insurance producer with
respect to the in-person, face-to-face solicitation of life insurance are declared to be false, misleading, deceptive, or unfair:
(1) Knowingly soliciting the purchase of any life insurance product:
(A) door to door; or
(B) without first establishing a specific appointment for each meeting with the prospective purchaser.
(2) Soliciting service members in a:
(A) group or mass audience; or
(B) captive audience;
where attendance is not voluntary.
(3) Knowingly:
(A) making appointments with; or
(B) soliciting;
service members during their normally scheduled duty hours.
(4) Making appointments with or soliciting service members in:
(A) barracks;
(B) day rooms;
(C) unit areas;
(D) transient personnel housing; or
(E) other areas where the installation commander has prohibited solicitation.
(5) Soliciting the sale of life insurance without first obtaining permission from the installation commander or the commander's
designee.
(6) Posting unauthorized:
(A) bulletins;
(B) notices; or
(C) advertisements.
(7) Failing to present DD Form 2885, Personal Commercial Solicitation Evaluation, to service members solicited or
encouraging service members solicited not to complete or submit a DD Form 2885.
(8) Knowingly accepting an application for life insurance or issuing a policy of life insurance on the life of an enlisted member
of the United States armed forces without first obtaining for the insurer's files a completed copy of any required form that:
(A) confirms that the applicant has received counseling; or
(B) fulfilled any other similar requirement for the sale of life insurance established by regulations, directives, or rules
of the Department of Defense or any branch of the armed forces.
(b) The following acts or practices when committed on a military installation by an insurer or insurance producer constitute
corrupt practices, improper influences, or inducements and are declared to be false, misleading, deceptive, or unfair:
(1) Using Department of Defense personnel, directly or indirectly, as a representative or agent in any official or business
capacity with or without compensation with respect to the solicitation or sale of life insurance to service members.
(2) Using an insurance producer to participate in any United States armed forces sponsored education or orientation program.
(Department of Insurance; 760 IAC 1-77-3; filed May 12, 2009, 11:29 a.m.: 20090610-IR-760080118FRA; readopted filed Nov
20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)
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760 IAC 1-77-4 Practices declared false, misleading, deceptive, or unfair regardless of location
Authority: IC 27-4-1-4
Affected: IC27-4-1-4

Sec. 4. (a) The following acts or practices by an insurer or insurance producer constitute corrupt practices, improper
influences, or inducements and are declared to be false, misleading, deceptive, or unfair:

(1) Submitting, processing, or assisting in the submission or processing of any allotment form or similar device used by the
United States armed forces to direct a service member's pay to a third party for the purchase of life insurance, including, but
not limited to:

(A) using; or

(B) assisting in using;
a service member's MyPay account or other similar Internet or electronic medium for such purposes. This subdivision does
not prohibit assisting a service member by providing insurer or premium information necessary to complete any allotment
form.
(2) Knowingly receiving funds from a service member for the payment of premium from a depository institution with which
the service member has no formal banking relationship. For purposes of this section, a formal banking relationship is
established when the depository institution:

(A) provides the service member a deposit agreement and periodic statements and makes the disclosures required by

the Truth in Savings Act, 12 U.S.C. § 4301 et seq. and the rules promulgated thereunder; and

(B) permits the service member to make deposits and withdrawals unrelated to the payment or processing of insurance

premiums.
(3) Employing any device or method or entering into any agreement whereby funds received from a service member by
allotment for the payment of insurance premiums are identified on the service member's leave and earnings statement or
equivalent or successor form as savings or checking and where the service member has no formal banking relationship as
defined in subdivision (2).
(4) Entering into any agreement with a depository institution for the purpose of receiving funds from a service member
whereby the depository institution, with or without compensation, agrees to accept direct deposits from a service member with
whom it has no formal banking relationship.
(5) Using Department of Defense personnel, directly or indirectly, as a representative or agent in any official or unofficial
capacity with or without compensation with respect to the solicitation or sale of life insurance to service members who are
junior in rank or grade, or to the family members of such personnel.
(6) Offering or giving anything of value, directly or indirectly, to Department of Defense personnel to procure their assistance
in:

(A) encouraging;

(B) assisting; or

(C) facilitating;
the solicitation or sale of life insurance to another service member.
(7) Knowingly offering or giving anything of value to a service member with a pay grade of E-4 or below for his or her
attendance to any event where an application for life insurance is solicited.
(8) Advising a service member with a pay grade of E-4 or below to change his or her income tax withholding or state of legal
residence for the sole purpose of increasing disposable income to purchase life insurance.
(b) The following acts or practices by an insurer or insurance producer lead to confusion regarding source, sponsorship,

approval, or affiliation and are declared to be false, misleading, deceptive, or unfair:

(1) Making any representation or using any device, title, descriptive name, or identifier that has the tendency or capacity to
confuse or mislead a service member into believing that the insurer, insurance producer, or product offered is affiliated with,
connected or associated with, endorsed by, sponsored by, sanctioned by, or recommended by the U.S. government, the United
States armed forces, or any state or federal agency or government entity. Examples of prohibited insurance producer titles
include, but are not limited to, battalion insurance counselor, unit insurance advisor, servicemen's group life insurance
conversion consultant, or veteran's benefits counselor. Nothing in this rule shall be construed to prohibit a person from using
a professional designation awarded after the successful completion of a course of instruction in the business of insurance by
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an accredited institution of higher learning. Such designations include, but are not limited to, the following:
(A) Chartered life underwriter (CLU).
(B) Chartered financial consultant (ChFC).
(C) Certified financial planner (CFP).
(D) Master of science in financial services (MSFS).
(E) Masters of science financial planning (MS).
(2) Soliciting the purchase of any life insurance product through the use of or in conjunction with any third party organization
that promotes the welfare of or assists members of the United States armed forces in a manner that has the tendency or
capacity to confuse or mislead a service member into believing that either the insurer, insurance producer, or insurance product
is:
(A) affiliated with;
(B) connected or associated with;
(C) endorsed by;
(D) sponsored by;
(E) sanctioned by; or
(F) recommended by;
the U.S. government, or the United States armed forces.
(c) The following acts or practices by an insurer or insurance producer lead to confusion regarding premiums, costs, or
investment returns and are declared to be false, misleading, deceptive, or unfair:
(1) Using or describing the credited interest rate on a life insurance policy in a manner that implies that the credited interest
rate is a net return on premium paid.
(2) Excluding individually issued annuities, misrepresenting the mortality costs of a life insurance product, including stating
or implying that the product costs nothing or is free.
(d) The following acts or practices by an insurer or insurance producer regarding SGLI or VGLI are declared to be false,
misleading, deceptive, or unfair:
(1) Making any representation regarding the:
(A) availability of;
(B) suitability of;
(C) amount of;
(D) cost of;
(E) exclusions from; or
(F) limitations to;
coverage provided to a service member or dependents by SGLI or VGLI that is false, misleading, or deceptive.
(2) Making any representation regarding conversion requirements, including:
(A) the costs of;
(B) exclusions from; or
(C) limitations to;
coverage of SGLI or VGLI to private insurers that is false, misleading, or deceptive.
(3) Suggesting, recommending, or encouraging a service member to cancel or terminate his or her SGLI policy or issuing a
life insurance policy that replaces an existing SGLI policy unless the replacement shall take effect upon or after the service
member's separation from the United States armed forces.
(e) The following acts or practices by an insurer or insurance producer regarding disclosure are declared to be false,
misleading, deceptive, or unfair:
(1) Deploying, using, or contracting for any lead generating materials designed exclusively for use with service members that
do not clearly and conspicuously disclose that the recipient will be contacted by an insurance producer, if that is the case, for
the purpose of soliciting the purchase of life insurance.
(2) Failing to disclose that a solicitation for the sale of life insurance will be made when establishing a specific appointment
for an in-person, face-to-face meeting with a prospective purchaser.
(3) Except for individually issued annuities, failing to clearly and conspicuously disclose the fact that the product being sold
is life insurance.
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(4) Failing to make, at the time of sale or offer to an individual known to be a service member, the written disclosures required

by Section 10 of the "Military Personnel Financial Services Protection Act", Pub. L. No. 109-290, p. 16.

(5) Except for individually issued annuities, when the sale is conducted in-person face-to-face with an individual known to

be a service member, failing to provide the following to the applicant at the time the application is taken:

(A) An explanation of any free look period with instructions on how to cancel if a policy is issued.

(B) Either a copy of the application or a written disclosure. The copy of the application or the written disclosure shall
clearly and concisely set out the type of life insurance, the death benefit applied for, and its expected first year cost.
A basic illustration that meets the requirements of 760 IAC 1-62 shall be deemed sufficient to meet this requirement
for a written disclosure.

(f) The following acts or practices by an insurer or insurance producer with respect to the sale of certain life insurance

products are declared to be false, misleading, deceptive, or unfair:

(1) Except individually issued annuities, recommending the purchase of any life insurance product that includes a side fund

to a service member in pay grades E-4 and below unless the insurer has reasonable grounds for believing that the life insurance

death benefit, standing alone, is suitable.

(2) Offering for sale or selling a life insurance product that includes a side fund to a service member in pay grades E-4 and

below who is currently enrolled in SGLI is presumed unsuitable unless, after the completion of a needs assessment, the insurer

demonstrates that the applicant's SGLI death benefit, together with any other military survivor benefits, savings and
investments, survivor income, and other life insurance are insufficient to meet the applicant's insurable needs for life
insurance. The following definitions apply to this subsection:
(A) "Insurable needs" are the risks associated with premature death taking into consideration the financial obligations
and immediate and future cash needs of the applicant's estate and survivors or dependents.
(B) "Other military survivor benefits" include, but are not limited to, the following:
(1) The death gratuity.
(1) Funeral reimbursement.
(iii) Transition assistance.
(iv) Survivor and dependents' educational assistance.
(v) Dependency and indemnity compensation.
(vi) TRICARE health care benefits.
(vii) Survivor housing benefits and allowances.
(viii) Federal income tax forgiveness.
(ix) Social Security survivor benefits.

(3) Except individually issued annuities, offering for sale or selling any life insurance contract that includes a side fund:
(A) unless interest credited accrues from the date of deposit to the date of withdrawal and permits withdrawals without
limit or penalty;

(B) unless the applicant has been provided with a schedule of effective rates of return based upon cash flows of the
combined product. For this disclosure, the effective rate of return will consider all premiums and cash contributions
made by the policyholder and all cash accumulations and cash surrender values available to the policyholder in addition
to life insurance coverage. This schedule will be provided for at least each policy year from one (1) to ten (10) and for
every fifth policy year thereafter ending at one hundred (100) years of age, policy maturity, or final expiration; and

(C) which by default diverts or transfers funds accumulated in the side fund to pay, reduce, or offset any premiums due.

(4) Except individually issued annuities, offering for sale or selling any life insurance contract that, after considering all policy

benefits, including, but not limited to:
(A) endowment;

(B) return of premium; or
(C) persistency;

does not comply with standard nonforfeiture law for life insurance.

(5) Selling any life insurance product to an individual known to be a service member that excludes coverage if the insured's

death is related to war, declared or undeclared, or any act related to military service except for an accidental death coverage,

which may be excluded.
(Department of Insurance; 760 IAC 1-77-4; filed May 12, 2009, 11:29 a.m.: 20090610-IR-760080118FRA; readopted filed Nov
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20, 2015, 9:25 a.m..: 20151216-IR-760150341RFA)

760 TIAC 1-77-5 Severability
Authority: IC 27-4-1-4
Affected: IC 27-4-1-4

Sec. 5. If:

(1) any section or portion of a section of this rule; or

(2) its applicability to any person or circumstance;
is held invalid by a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not
be affected. (Department of Insurance; 760 IAC 1-77-5; filed May 12, 2009, 11:29 a.m.: 20090610-IR-7600801 18FRA, readopted
filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

Rule 78. Annual Financial Reporting

760 IAC 1-78-1 Applicability and scope
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 1. (a) This rule applies to all insurers as defined in section 2 of this rule, except insurers having direct premiums written
of less than:

(1) one million dollars ($1,000,000) in any calendar year; and

(2) one thousand (1,000) policyholders or certificate holders of direct written policies nationwide at the end of the calendar

year;
shall be exempt from this rule for the year, unless the commissioner makes a specific finding that compliance is necessary for the
commissioner to carry out statutory responsibilities. Insurers having assumed premiums pursuant to contracts or treaties of
reinsurance of one million dollars ($1,000,000) or more will not be so exempt.

(b) Foreign or alien insurers filing the audited financial report in another state, pursuant to that state's requirement for filing
of audited financial reports, which has been found by the commissioner to be substantially similar to the requirements herein, are
exempt from sections 3 through 12 of this rule if as follows:

(1) A copy of the following documents filed with the other state are filed with the commissioner in accordance with the filing

dates specified in sections 3, 10, and 11 of this rule, respectively:

(A) Audited financial report.
(B) Communication of internal control related matters noted in an audit.
(C) The accountant's letter of qualifications.

Canadian insurers may submit accountants' reports as filed with the Office of the Superintendent of Financial Institutions,

Canada.

(2) A copy of any notification of adverse financial condition report filed with the other state is filed with the commissioner

within the time specified in section 9 of this rule.

(c) Foreign or alien insurers required to file management's report of internal control over financial reporting in another state
are exempt from filing the report in this state if the:

(1) other state has substantially similar reporting requirements; and

(2) report is filed with the commissioner of the other state within the time specified.

(d) This rule shall not prohibit, preclude, or in any way limit the commissioner from:

(1) ordering;

(2) conducting; or

(3) performing;
examinations of insurers under the rules of the department and the practices and procedures of the department. (Department of
Insurance; 760 1AC 1-78-1; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)
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760 IAC 1-78-2 Definitions
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5;1C 27-1-23

Sec. 2. The following definitions apply throughout this rule:
(1) "Accountant" or "independent certified public accountant" means an independent certified public accountant or accounting
firm in good standing:
(A) with the AICPA; and
(B) in all states in which the person or firm is licensed to practice.
For Canadian and British companies, it means a Canadian-chartered or British-chartered accountant.
(2) "Affiliate of" or "affiliated with" (a specific person) means a person that directly, or indirectly through one (1) or more
intermediaries:
(A) controls;
(B) is controlled by; or
(C) is under common control with;
the person specified.
(3) "AICPA" means the American Institute of Certified Public Accountants.
(4) "Audit committee" means a committee (or equivalent body) established by the board of directors of an entity for the
purpose of overseeing:
(A) the accounting and financial reporting processes of an insurer or group of insurers; and
(B) audits of financial statements of the insurer or group of insurers.
The audit committee of any entity that controls a group of insurers may be deemed to be the audit committee for one (1) or
more of these controlled insurers solely for the purposes of this rule at the election of the controlling person. If an audit
committee is not designated by the insurer, the insurer's entire board of directors shall constitute the audit committee.
(5) "Audited financial report" means and includes those items specified in section 4 of this rule.
(6) "Commissioner" means the commissioner of the department.
(7) "Department" means the Indiana department of insurance.
(8) "Group of insurers" means:
(A) those licensed insurers included in the reporting requirements of IC 27-1-23; or
(B) a set of insurers as identified by management for the purpose of assessing the effectiveness of internal control over
financial reporting.
(9) "Indemnification" means:
(A) an agreement of indemnity; or
(B) a release from liability;
where the intent or effect is to shift or limit in any manner the potential liability of the person or firm for failure to adhere to
applicable auditing or professional standards, whether or not resulting in part from knowing of other misrepresentations made
by the insurer or its representatives.
(10) "Independent board member" has the same meaning as described in section 13(d) of this rule.
(11) "Insurer" means a company required to be:
(A) licensed; or
(B) authorized,
under the laws of this state to provide insurance products.
(12) "Internal control over financial reporting" means a process effected by an entity's board of directors, management, and
other personnel designed to provide reasonable assurance regarding the reliability of the financial statements. This includes
the following:
(A) Those items specified in section 4(b)(2) through 4(b)(7) of this rule.
(B) Those policies and procedures that:
(1) pertain to the maintenance of records that, in reasonable detail, accurately and fairly reflect the transactions
and dispositions of assets;
(ii) provide reasonable assurance that:
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(AA) transactions are recorded as necessary to permit preparation of the financial statements, that is, those
items specified in section 4(b)(2) through 4(b)(7) of this rule; and
(BB) receipts and expenditures are being made only in accordance with authorizations of management and
directors; and
(iii) provide reasonable assurance regarding prevention or timely detection of:
(AA) unauthorized acquisition;
(BB) use; or
(CC) disposition of assets;
that could have a material effect on the financial statements, that is, those items specified in section 4(b)(2) through
4(b)(7) of this rule.
(13) "NAIC" means the National Association of Insurance Commissioners.
(14) "SEC" means the United States Securities and Exchange Commission.
(15) "Section 404" means Section 404 of the Sarbanes-Oxley Act of 2002 and the SEC's rules and regulations promulgated
thereunder.
(16) "Section 404 report" means management's report on internal control over financial reporting as defined by the SEC and
the related attestation report of the independent certified public accountant as described in this section.
(17) "SOX compliant entity" means an entity that either is required to be compliant with or voluntarily is compliant with all
of the following provisions of the Sarbanes-Oxley Act of 2002:
(A) The preapproval requirements of Section 201 (Section 10A(i) of the Securities Exchange Act of 1934).
(B) The audit committee independence requirements of Section 301 (Section 10A(m)(3) of the Securities Exchange
Act of 1934).
(C) The internal control over financial reporting requirements of Section 404 (Item 308 of SEC Regulation S-K).
(Department of Insurance; 760 IAC 1-78-2; filed Oct 27, 2009, 2:52 p.m.. 20091125-IR-760090376FRA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-3 General requirements related to filing and extensions for filing of annual audited financial reports and audit
committee appointment

Authority: IC 27-1-3-7

Affected: IC27-1-3.5

Sec. 3. (a) All insurers shall:

(1) have an annual audit by an independent certified public accountant; and

(2) file an audited financial report with the commissioner on or before June 1 for the year ended December 31 immediately

preceding. The commissioner may require an insurer to file an audited financial report earlier than June 1 with ninety (90)

days advance notice to the insurer.

(b) Extensions of the June 1 filing date may be granted by the commissioner for thirty (30) days under the following
conditions:

(1) A showing by the insurer and its independent certified public accountant of the reasons for requesting an extension.

(2) A determination by the commissioner of good cause for an extension.

The request for extension must be submitted in writing not less than ten (10) days prior to the due date in sufficient detail to permit
the commissioner to make an informed decision with respect to the requested extension.

(c) If an extension is granted in accordance with the provisions in subsection (b), a similar extension of thirty (30) days is
granted to the filing of management's report of internal control over financial reporting.

(d) Every insurer required to file an annual audited financial report under this rule shall designate a group of individuals as
constituting its audit committee, as defined in section 2 of this rule. The audit committee of an entity that controls an insurer may
be deemed to be the insurer's audit committee for purposes of this rule at the election of the controlling person. (Department of
Insurance; 760 IAC 1-78-3; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.:
20151216-IR-760150341RFA)

Indiana Administrative Code 2020 Edition Page 380



DEPARTMENT OF INSURANCE

760 IAC 1-78-4 Contents of annual audited financial report
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5; IC 27-1-20-21

Sec. 4. (a) The annual audited financial report shall report the financial position of the insurer as of the end of the most recent
calendar year and the results of its operations, cash flows, and changes in capital and surplus for the year then ended in conformity
with statutory accounting practices prescribed, or otherwise permitted, by the department of insurance of the state of domicile.

(b) The annual audited financial report shall include the following:

(1) The report of an independent certified public accountant.

(2) A balance sheet reporting the following:

(A) Admitted assets.
(B) Liabilities.

(C) Capital.

(D) Surplus.

(3) A statement of operations.

(4) A statement of cash flow.

(5) A statement of changes in capital and surplus.

(6) Notes to financial statements. These notes shall be those required by the appropriate NAIC Annual Statement Instructions

and the NAIC Accounting Practices and Procedures Manual, which shall include the following:

(A) A reconciliation of differences, if any, between the audited statutory financial statements and the annual statement
filed under IC 27-1-20-21.
(B) A written description of the nature of the differences described in clause (A).

(7) The financial statements included in the audited financial report shall be prepared in a form and using language and

groupings substantially the same as the relevant sections of the annual statement of the insurer filed with the commissioner.

The financial statement shall be comparative, presenting the amounts as of December 31 of the current year and the amounts

as of the immediately preceding December 31. However, in the first year in which an insurer is required to file an audited

financial report, the comparative data may be omitted.
(Department of Insurance; 760 IAC 1-78-4; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-1R-760150341RFA)

760 TAC 1-78-5 Designation of independent certified public accountant
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 5. (a) Each insurer required by this rule to file an annual audited financial report must, within sixty (60) days after
becoming subject to the requirement, register with the commissioner in writing the name and address of the independent certified
public accountant or accounting firm retained to conduct the annual audit set forth in this rule. Insurers not retaining an independent
certified public accountant on the effective date of this rule shall register the name and address of their retained independent certified
public accountant not less than six (6) months before the date when the first audited financial report is to be filed.

(b) The insurer shall:

(1) obtain a letter from the accountant; and

(2) file a copy with the commissioner that:

(A) states that the accountant is aware of the provisions of the insurance code and the rules of the insurance department
of the state of domicile that relate to accounting and financial matters; and

(B) affirms that the accountant will express the accountant's opinion on the financial statements in terms of their
conformity to the statutory accounting practices prescribed or otherwise permitted by that insurance department,
specifying such exceptions as the accountant may believe appropriate.

(c) If an accountant who was the accountant for the immediately preceding filed audited financial report is dismissed or
resigns, the insurer shall within five (5) business days notify the commissioner of this event. The insurer shall also furnish the
commissioner with a separate letter within ten (10) business days of the notification stating whether in the twenty-four (24) months
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preceding the event there were any disagreements with the former accountant on any matter of:

(1) accounting principles or practices;

(2) financial statement disclosure; or

(3) auditing scope or procedure;
which disagreements, if not resolved to the satisfaction of the former accountant, would have caused the accountant to make
reference to the subject matter of the disagreement in connection with the accountant's opinion. The disagreements required to be
reported in response to this section include both those resolved to the former accountant's satisfaction and those not resolved to the
former accountant's satisfaction. Disagreements contemplated by this section are those that occur at the decision making level, that
is, between personnel of the insurer responsible for presentation of its financial statements and personnel of the accounting firm
responsible for rendering its report. The insurer shall also in writing request the former accountant to furnish a letter addressed to
the insurer stating whether the accountant agrees with the statements contained in the insurer's letter and, if not, stating the reasons
for which the accountant does not agree. The insurer shall furnish the responsive letter from the former accountant to the
commissioner together with its own. (Department of Insurance; 760 IAC 1-78-5; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-
760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-6 Qualifications of independent certified public accountant
Authority: 1C 27-1-3-7
Affected: IC 4-21.5-3;1C 27-1-3.5; IC 27-9

Sec. 6. (a) The commissioner shall not recognize a person or firm as a qualified independent certified public accountant if
the person or firm:

(1) is not in good standing with the AICPA and in all states in which the person or firm is licensed to practice, or, for a

Canadian or British company, that is not a chartered accountant; or

(2) has either directly or indirectly entered into an agreement of indemnity or release from liability, collectively referred to

as indemnification, with respect to the audit of the insurer.

(b) Except as otherwise provided in this rule, the commissioner shall recognize an independent certified public accountant
as qualified as long as the accountant conforms to the standards of the accountant's profession, as contained in the Code of
Professional Ethics of the AICPA and Rules and Regulations and Code of Ethics and Rules of Professional Conduct of the Indiana
Board of Accountancy, or similar code.

(c) A qualified independent certified public accountant may enter into an agreement with an insurer to have disputes relating
to an audit resolved by mediation or arbitration. However, in the event of a delinquency proceeding commenced against the insurer
under IC 27-9, the mediation or arbitration provisions shall operate at the option of the statutory successor.

(d) The lead (or coordinating) audit partner (having primary responsibility for the audit) may not act in that capacity for more
than seven (7) consecutive years. The person shall be disqualified from acting in that or a similar capacity for the same company
or its insurance subsidiaries or affiliates for a period of two (2) consecutive years. An insurer may make application to the
commissioner for relief from the above rotation requirement on the basis of unusual circumstances. This application should be made
at least thirty (30) days before the end of the calendar year. The commissioner may consider any of the following factors in
determining if the relief should be granted:

(1) The number of partners, expertise of the partners, or the number of insurance clients in the currently registered firm.

(2) The premium volume of the insurer.

(3) The number of jurisdictions in which the insurer transacts business.

The insurer shall file, with its annual statement filing, the approval for relief from this subsection with the states that it is licensed
in or doing business in and with the NAIC. If the nondomestic state accepts electronic filing with the NAIC, the insurer shall file
the approval in an electronic format acceptable to the NAIC.

(e) The commissioner shall neither recognize as a qualified independent certified public accountant, nor accept an annual
audited financial report, prepared in whole or in part by, a natural person who has:

(1) been convicted of:

(A) fraud;
(B) bribery;
(C) a violation of the Racketeer Influenced and Corrupt Organizations Act, 18 U.S.C. Sections 1961 to 1968; or
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(D) any dishonest conduct or practices under federal or state law;

(2) been found to have violated the insurance laws of this state with respect to any previous reports submitted under this rule;

or

(3) demonstrated a pattern or practice of failing to detect or disclose material information in previous reports filed under the

provisions of this rule.

(f) The commissioner, as provided in IC 4-21.5-3, may:

(1) hold a hearing to determine whether an independent certified public accountant is qualified; and

(2) after considering the evidence presented:

(A) rule that the accountant is not qualified for purposes of expressing the accountant's opinion on the financial
statements in the annual audited financial report made under this rule; and

(B) require the insurer to replace the accountant with another whose relationship with the insurer is qualified within
the meaning of this rule.

(g) The commissioner shall not recognize as a qualified independent certified public accountant or accept an annual audited
financial report prepared, in whole or in part, by an accountant who provides to an insurer, contemporaneously with the audit, any
of the following nonaudit services:

(1) Bookkeeping or other services related to the accounting records or financial statements of the insurer.

(2) Financial information systems design and implementation.

(3) Appraisal or valuation services, fairness opinions, or contribution-in-kind reports.

(4) Actuarially-oriented advisory services involving the determination of amounts recorded in the financial statements. The

accountant may assist an insurer in understanding the methods, assumptions, and inputs used in the determination of amounts

recorded in the financial statement only if it is reasonable to conclude that the services provided will not be subject to audit
procedures during an audit of the insurer's financial statements. An accountant's actuary may also issue an actuarial opinion
or certification on an insurer's reserves if the following conditions have been met:
(A) Neither the accountant nor the accountant's actuary has performed any management functions or made any
management decisions.
(B) The insurer has competent personnel, or engages a third party actuary, to estimate the reserves for which
management takes responsibility.
(C) The accountant's actuary tests the reasonableness of the reserves after the insurer's management has determined the
amount of the reserves.

(5) Internal audit outsourcing services.

(6) Management functions or human resources.

(7) Broker or dealer, investment adviser, or investment banking services.

(8) Legal services or expert services unrelated to the audit.

(9) Any other services that the commissioner determines, by rule, are impermissible.

(h) Insurers having direct written and assumed premiums of less than one hundred million dollars ($100,000,000) in any
calendar year may request an exemption from subsection (g). The insurer shall file with the commissioner a written statement
discussing the reasons why the insurer should be exempt from these provisions. If the commissioner finds, upon review of this
statement, that compliance with this rule would constitute a financial or organizational hardship upon the insurer, an exemption may
be granted.

(1) A qualified independent certified public accountant who performs the audit may engage in other nonaudit services,
including tax services, that are not described in subsection (g) or that do not conflict with subsection (g)(2), only if the activity is
approved in advance by the audit committee, in accordance with subsection (j).

(j) All auditing services and nonaudit services provided to an insurer by the qualified independent certified public accountant
of the insurer shall be preapproved by the audit committee. The preapproval requirement is waived with respect to nonaudit services
if the insurer is a SOX compliant entity, a direct or indirect wholly-owned subsidiary of a SOX compliant entity, or all of the
following are met:

(1) The aggregate amount of all such nonaudit services provided to the insurer constitutes not more than five percent (5%)

of the total amount of fees paid by the insurer to its qualified independent certified public accountant during the fiscal year

in which the nonaudit services are provided.

(2) The services were not recognized by the insurer at the time of the engagement to be nonaudit services.
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(3) The services are promptly brought to the attention of the audit committee and approved prior to the completion of the audit
by the audit committee or by one (1) or more members of the audit committee who are the members of the board of directors
to whom authority to grant such approvals has been delegated by the audit committee.

(k) The audit committee may delegate to one (1) or more designated members of the audit committee the authority to grant
the preapprovals required by subsection (j). The decisions of any member to whom this authority is delegated shall be presented to
the full audit committee at each of its scheduled meetings.

(1) The commissioner shall not recognize an independent certified public accountant as qualified for a particular insurer if:

(1) a member of the board;

(2) the president;

(3) the chief executive officer;

(4) the controller;

(5) the chief financial officer;

(6) the chief accounting officer; or

(7) any person serving in an equivalent position for that insurer;
was employed by the independent certified public accountant and participated in the audit of that insurer during the one-year period
preceding the date that the most current statutory opinion is due. This subsection shall only apply to partners and senior managers
involved in the audit. An insurer may make application to the commissioner for relief from the above requirement on the basis of
unusual circumstances. The insurer shall file, with its annual statement filing, the approval for relief from this subsection with the
states that it is licensed in or doing business in and the NAIC. If the nondomestic state accepts electronic filing with the NAIC, the
insurer shall file the approval in an electronic format acceptable to the NAIC. (Department of Insurance; 760 IAC 1-78-6; filed Oct
27,2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-7 Consolidated or combined audits
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 7. (a) An insurer may make written application to the commissioner for approval to file audited consolidated or combined
financial statements in lieu of separate annual audited financial statements if the insurer:

(1) is part of a group of insurance companies that utilizes a pooling or one hundred percent (100%) reinsurance agreement

that affects the solvency and integrity of the insurer's reserves; and

(2) cedes all of its direct and assumed business to the pool.

(b) If an insurer makes written application to the commissioner under subsection (a), a columnar consolidating or combining
worksheet shall be filed with the report containing the following information:

(1) Amounts shown on the consolidated or combined audited financial report.

(2) Amounts for each insurer subject to this section, stated separately.

(3) Noninsurance operations, on a combined or individual basis.

(4) Explanations of consolidating and eliminating entries.

(5) A reconciliation of any differences between the amounts shown in the individual insurer columns of the worksheet and

comparable amounts shown on the annual statements of the insurers.
(Department of Insurance; 760 IAC 1-78-7; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 TAC 1-78-8 Scope of audit and report of independent certified public accountant
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 8. Financial statements furnished under section 4 of this rule shall be examined by the independent certified public
accountant. The audit of the insurer's financial statements shall be conducted in accordance with generally accepted auditing
standards. In accordance with AU Section 319 of the Professional Standards of the AICPA, Consideration of Internal Control in
a Financial Statement Audit, the independent certified public accountant should obtain an understanding of internal control sufficient
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to plan the audit. To the extent required by AU 319, for those insurers required to file a management's report of internal control over
financial reporting under section 15 of this rule, the independent certified public accountant should consider (as that term is defined
in Statement on Auditing Standards (SAS) No. 102, Defining Professional Requirements in Statements on Auditing Standards or
its replacement) the most recently available report in planning and performing the audit of the statutory financial statements.
Consideration shall be given to the procedures illustrated in the Financial Condition Examiners Handbook promulgated by the NAIC
as the independent certified public accountant deems necessary. (Department of Insurance; 760 IAC 1-78-8; filed Oct 27, 2009, 2:52
p-m.: 20091125-1R-760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-9 Notification of adverse financial condition
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 9. (a) The insurer required to furnish the annual audited financial report shall require the independent certified public
accountant to report, in writing, within five (5) business days to the board of directors or its audit committee any determination by
the independent certified public accountant that the insurer:

(1) has materially misstated its financial condition as reported to the commissioner as of the balance sheet date currently under

audit; or

(2) does not meet the minimum capital and surplus requirement set forth in IC 27 as of that date.

An insurer that has received a report under this section shall forward a copy of the report to the commissioner within five (5)
business days of receipt of the report and shall provide the independent certified public accountant making the report with evidence
of the report being furnished to the commissioner. If the independent certified public accountant fails to receive the evidence within
the required five (5) business day period, the independent certified public accountant shall furnish to the commissioner a copy of
its report within the next five (5) business days.

(b) No independent certified public accountant shall be liable in any manner to any person for any statement made in
connection with subsection (a) if the statement is made in good faith in compliance with subsection (a).

(c) If the accountant, after the date of the audited financial report filed under this rule, becomes aware of facts that might have
affected the accountant's report, the accountant must take such action as prescribed in Volume 1, Section AU 561 of the Professional
Standards of the AICPA. (Department of Insurance; 760 IAC 1-78-9; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA;
readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-10 Communication of internal control related matters noted in an audit
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 10. (a) In addition to the annual audited financial report required by section 3 of this rule, each insurer shall furnish the
commissioner with a written communication as to any unremediated material weaknesses in its internal control over financial
reporting noted during the audit. The communication shall:

(1) be prepared by the accountant within sixty (60) days after the filing of the annual audited financial report; and

(2) contain a description of any unremediated material weakness (as the term material weakness is defined by Statement on

Auditing Standard 112, Communication of Internal Control Related Matters Noted in an Audit, or its replacement) as of

December 31 of the year immediately preceding. If no unremediated material weaknesses were noted, the communication

should so state.

(b) The insurer shall provide a description of remedial actions taken or proposed to correct unremediated material weaknesses,
if the actions are not described in the accountant's communication. (Department of Insurance; 760 IAC 1-78-10; filed Oct 27, 2009,
2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 TAC 1-78-11 Accountant's letter of qualifications
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5
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Sec. 11. The accountant shall furnish the insurer in connection with, and for inclusion in, the filing of the annual audited
financial report, a letter stating the following:
(1) That the accountant:
(A) is independent with respect to the insurer; and
(B) conforms to the standards of the accountant's profession as contained in the Code of Professional Ethics and
pronouncements of the AICPA and the Rules of Professional Conduct of the Indiana Board of Accountancy, or similar
code.
(2) The background and experience in general, the experience in audits of insurers of the staff assigned to the engagement,
and whether each is an independent certified public accountant. Nothing within this rule shall be construed as prohibiting the
accountant from utilizing such staff as the accountant deems appropriate where use is consistent with the standards prescribed
by generally accepted auditing standards.
(3) That the accountant understands the annual audited financial report and his or her opinion thereon will be filed in
compliance with this rule and that the commissioner will be relying on this information in the monitoring and regulation of
the financial position of insurers.
(4) That the accountant consents to the requirements of section 12 of this rule and that the accountant consents and agrees
to make available for review by the commissioner, or the commissioner's designee or appointed agent, the work papers, as
defined in section 12 of this rule.
(5) A representation that the accountant is:
(A) properly licensed by an appropriate state licensing authority; and
(B) a member in good standing in the AICPA.
(6) A representation that the accountant is in compliance with the requirements of section 6 of this rule.
(Department of Insurance; 760 IAC 1-78-11, filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-1R-760150341RFA)

760 IAC 1-78-12 Definition, availability, and maintenance of independent certified public accountants' work papers
Authority: IC 27-1-3-7
Affected: IC 27-1-3.1;1C 27-1-3.5

Sec. 12. (a) As used in this section, "work papers" means the:

(1) records kept by the independent certified public accountant of the procedures followed;

(2) tests performed,

(3) information obtained; and

(4) conclusions reached;
pertinent to the accountant's audit of the financial statements of an insurer.

(b) Work papers may include:

(1) audit planning documentation;

(2) work programs;

(3) analyses;

(4) memoranda;

(5) letters of confirmation and representation;

(6) abstracts of company documents; and

(7) schedules or commentaries;
prepared or obtained by the independent certified public accountant in the course of the accountant's audit of the financial statements
of an insurer and that support the accountant's opinion.

(c) Every insurer required to file an audited financial report under this rule shall require the accountant to make the following
available for review by department examiners:

(1) All work papers prepared in the conduct of the accountant's audit.

(2) Any communications related to the audit between the accountant and the insurer at:

(A) the offices of the insurer;
(B) the department; or

Indiana Administrative Code 2020 Edition Page 386



DEPARTMENT OF INSURANCE

(C) any other reasonable place designated by the commissioner.
The insurer shall require that the accountant retain the audit work papers and communications until the department has filed a report
on examination covering the period of the audit but not longer than seven (7) years from the date of the audit report.

(d) In the conduct of the periodic review by the department examiners described in subsection (c), it shall be agreed that
photocopies of pertinent audit work papers may be made and retained by the department. The reviews by the department examiners
shall be considered investigations, and all working papers and communications obtained during the course of the investigations shall
be afforded the same confidentiality as other examination work papers generated by the department under IC 27-1-3.1. (Department
of Insurance; 760 IAC 1-78-12; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA, readopted filed Nov 20, 2015, 9:25
am.: 20151216-IR-760150341RFA)

760 IAC 1-78-13 Requirements for audit committee
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 13. (a) This section shall not apply to:

(1) foreign or alien insurers licensed in this state;

(2) an insurer that is a SOX compliant entity; or

(3) a direct or indirect wholly-owned subsidiary of a SOX compliant entity.

(b) The audit committee shall be directly responsible for the:

(1) appointment;

(2) compensation; and

(3) oversight of the work;
of any accountant, including resolution of disagreements between management and the accountant regarding financial reporting,
for the purpose of preparing or issuing the audited financial report or related work under this rule. Each accountant shall report
directly to the audit committee.

(c) Each member of the audit committee shall be a member of the board of directors of:

(1) the insurer; or

(2) an entity elected under subsection (f) and section 2(4) of this rule.

(d) In order to be considered independent for purposes of this section, a member of the audit committee may not, other than
in the member's capacity as a member of the audit committee, the board of directors, or any other board committee, accept any:

(1) consulting fee;

(2) advisory fee; or

(3) other compensatory fee;
from the entity or be an affiliated person of the entity or any subsidiary thereof. However, if law requires board participation by
otherwise nonindependent members, that law shall prevail and such members may participate in the audit committee and be
designated as independent for audit committee purposes, unless they are an officer or employee of the insurer or one (1) of its
affiliates.

(e) If a member of the audit committee ceases to be independent for reasons outside the member's reasonable control, that
person, with notice by the responsible entity to the state, may remain an audit committee member of the responsible entity until the
earlier of the next annual meeting of the responsible entity or one (1) year from the occurrence of the event that caused the member
to be no longer independent.

(f) To exercise the election of the controlling person to designate the audit committee for purposes of this rule, the ultimate
controlling person shall provide written notice to the commissioners of the affected insurers. Notification shall:

(1) be made timely prior to the issuance of the statutory audit report; and

(2) include a description of the basis for the election.

The election can be changed through notice to the commissioner by the insurer, which shall include a description of the basis for
the change. The election shall remain in effect for perpetuity, until rescinded.

(g) The audit committee shall require the accountant that performs for an insurer any audit required by this rule to timely report
to the audit committee in accordance with the requirements of SAS 114, Communication with Audit Committees, or its replacement,
including the following:
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(1) All significant accounting policies and material permitted practices.

(2) All material alternative treatments of financial information within statutory accounting principles that have been discussed

with management officials of the insurer, ramifications of the use of the alternative disclosures and treatments, and the

treatment preferred by the accountant.

(3) Other material written communications between the accountant and the management of the insurer, such as any

management letter or schedule of unadjusted differences.
If an insurer is a member of an insurance holding company system, the reports required by this subsection may be provided to the
audit committee on an aggregate basis for insurers in the holding company system, provided that any substantial differences among
insurers in the system are identified to the audit committee.

(h) The proportion of independent audit committee members shall meet or exceed the following criteria:

Prior Calendar Year Direct Written and Assumed Premiums
$0 - $300,000,000 Over $300,000,000 -$500,000,000 Over $500,000,000
Majority (50% or more) of members shall be Supermajority of members (75% or
independent. more) shall be independent.

No minimum requirements.

(1) An insurer with direct written and assumed premium, excluding premiums reinsured with the Federal Crop Insurance
Corporation and Federal Flood Program, less than five hundred million dollars ($500,000,000) may make application to the
commissioner for a waiver from the requirements set forth in this section based upon hardship. The insurer shall file, with its annual
statement filing, the approval for relief from the requirements set forth in this section with the states that it is licensed in or doing
business in and the NAIC. If the nondomestic state accepts electronic filing with the NAIC, the insurer shall file the approval in an
electronic format acceptable to the NAIC. (Department of Insurance; 760 IAC 1-78-13; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-
760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-14 Conduct of insurer in connection with the preparation of required reports and documents
Authority: 1C 27-1-3-7
Affected: IC27-1-3.5

Sec. 14. (a) No director or officer of an insurer shall, directly or indirectly:
(1) make or cause to be made a materially false or misleading statement to an accountant in connection with any:
(A) audit;
(B) review; or
(C) communication;
required under this rule; or
(2) omit to state, or cause another person to omit to state, any material fact necessary in order to make statements made, in
light of the circumstances under which the statements were made, not misleading to an accountant in connection with any:
(A) audit;
(B) review; or
(C) communication;
required under this rule.
(b) No officer or director of an insurer, or any other person acting under the direction thereof, shall directly or indirectly take
any action to:
(1) coerce;
(2) manipulate;
(3) mislead; or
(4) fraudulently influence;
any accountant engaged in the performance of an audit under this rule if that person knew or should have known that the action, if
successful, could result in rendering the insurer's financial statements materially misleading.
(c) For purposes of subsection (b), actions that, "if successful, could result in rendering the insurer's financial statements
materially misleading" include, but are not limited to, actions taken at any time with respect to the professional engagement period
to coerce, manipulate, mislead, or fraudulently influence an accountant:
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(1) to issue or reissue a report on an insurer's financial statements that is not warranted in the circumstances, due to material
violations of statutory accounting principles prescribed by:
(A) the commissioner;
(B) generally accepted auditing standards; or
(C) other professional or regulatory standards;
(2) not to perform audit, review, or other procedures required by generally accepted auditing standards or other professional
standards;
(3) not to withdraw an issued report; or
(4) not to communicate matters to an insurer's audit committee.
(Department of Insurance; 760 IAC 1-78-14, filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-15 Management's report of internal control over financial reporting
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5;1C 27-1-36

Sec. 15. (a) Every insurer required to file an audited financial report under this rule that has annual direct written and assumed
premiums, excluding premiums reinsured with the Federal Crop Insurance Corporation and Federal Flood Program, of five hundred
million dollars ($500,000,000) or more shall prepare a report of the insurer's or group of insurers' internal control over financial
reporting, as these terms are defined in section 2 of this rule. The report shall be filed with the commissioner along with the
communication of internal control related matters noted in an audit described under section 10 of this rule. Management's report
of internal control over financial reporting shall be as of December 31 immediately preceding.

(b) Notwithstanding the premium threshold in subsection (a), the commissioner may require an insurer to file management's
report of internal control over financial reporting if the insurer is in any risk based capital level event as referenced in IC 27-1-36,
or meets any one (1) or more of the standards of an insurer deemed to be in hazardous financial condition as defined in 760 TAC
1-53.

(c) An insurer or a group of insurers that is:

(1) directly subject to Section 404;

(2) part of a holding company system whose parent is directly subject to Section 404;

(3) not directly subject to Section 404 but is a SOX compliant entity; or

(4) amember of a holding company system whose parent is not directly subject to Section 404 but is a SOX compliant entity;
may file its or its parent's Section 404 report and an addendum in satisfaction of the requirement in this section provided that those
internal controls of the insurer or group of insurers having a material impact on the preparation of the insurer's or group of insurers'
audited statutory financial statements (those items included in section 4(b)(2) through 4(b)(7) of this rule) were included in the scope
of the Section 404 report.

(d) The addendum described in subsection (c) shall be a positive statement by management that there are no material processes
with respect to the preparation of the insurer's or group of insurers' audited statutory financial statements (those items included in
section 4(b)(2) through 4(b)(7) of this rule excluded from the Section 404 report). If there are internal controls of the insurer or
group of insurers that have a material impact on the preparation of the insurer's or group of insurers' audited statutory financial
statements and those internal controls were not included in the scope of the Section 404 report, the insurer or group of insurers may
either file:

(1) a report as required by this section; or

(2) the Section 404 report and a report as required by this section;
for those internal controls that have a material impact on the preparation of the insurer's or group of insurers' audited statutory
financial statements not covered by the Section 404 report.

(e) Management's report of internal control over financial reporting shall include the following:

(1) A statement that management is responsible for establishing and maintaining adequate internal control over financial

reporting.

(2) A statement that management has established internal control over financial reporting and an assertion, to the best of

management's knowledge and belief, after diligent inquiry, as to whether its internal control over financial reporting is
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effective to provide reasonable assurance regarding the reliability of financial statements in accordance with statutory

accounting principles.

(3) A statement that briefly describes the approach or processes by which management evaluated the effectiveness of its

internal control over financial reporting.

(4) A statement that briefly describes the scope of work that is included and whether any internal controls were excluded.

(5) Disclosure of any unremediated material weaknesses in the internal control over financial reporting identified by

management as of December 31 immediately preceding. Management is not permitted to conclude that the internal control

over financial reporting is effective to provide reasonable assurance regarding the reliability of financial statements in
accordance with statutory accounting principles if there is one (1) or more unremediated material weaknesses in its internal
control over financial reporting.

(6) A statement regarding the inherent limitations of internal control systems.

(7) Signatures of the chief executive officer and the chief financial officer, or equivalent position or title.

(f) Management shall document and make available upon financial condition examination the basis upon which its assertions,
required in subsection (e), are made. Management may base its assertions, in part, upon its review, monitoring, and testing of internal
controls undertaken in the normal course of its activities. Management shall have discretion as to the nature of the internal control
framework used, and the nature and extent of documentation, in order to make its assertion in a cost effective manner and, as such,
may include assembly of or reference to existing documentation. Management's report on internal control over financial reporting,
required by subsection (a), and any documentation provided in support thereof during the course of a financial condition
examination, shall be kept confidential by the department. (Department of Insurance; 760 IAC 1-78-15; filed Oct 27, 2009, 2:52
p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 IAC 1-78-16 Exemptions and effective dates
Authority: 1C 27-1-3-7
Affected: IC 4-21.5-3;1C 27-1-3.5

Sec. 16. (a) Upon written application of any insurer, the commissioner may grant an exemption from compliance with any
and all provisions of this rule if the commissioner finds, upon review of the application, that compliance with this rule would
constitute a financial or organizational hardship upon the insurer. An exemption may be granted at any time and from time to time
for a specified period or periods. Within ten (10) days from a denial of an insurer's written request for an exemption from this rule,
the insurer may request in writing a hearing on its application for an exemption. The hearing shall be held in accordance with IC
4-21.5-3.

(b) Domestic insurers retaining a certified public accountant on the effective date of this rule who qualify as independent shall
comply with this rule for the year ending December 31, 2009, and each year thereafter unless the commissioner permits otherwise.

(c) Foreign insurers shall comply with this rule for the year ending December 31, 2009, and each year thereafter, unless the
commissioner permits otherwise.

(d) The requirements of section 6(d) of this rule shall be in effect for audits of the year beginning January 1, 2010, and
thereafter.

(e) The requirements of section 13 of this rule are to be in effect January 1, 2010. An insurer or group of insurers that is not
required to have independent audit committee members or only a majority of independent audit committee members, as opposed
to a supermajority, because the total written and assumed premium:

(1) is below the threshold; and

(2) subsequently becomes subject to one (1) of the independence requirements due to changes in premium;
shall have one (1) year following the year the threshold is exceeded (but not earlier than January 1, 2010) to comply with the
independence requirements. An insurer that becomes subject to one (1) of the independence requirements as a result of a business
combination shall have one (1) calendar year following the date of acquisition or combination to comply with the independence
requirements.

(f) The requirements of section 15 of this rule are effective beginning with the reporting period ending December 31, 2010,
and each year thereafter. An insurer or group of insurers that is not required to file a report because the total written premium is
below the threshold and subsequently becomes subject to the reporting requirements shall have two (2) years following the year the
threshold is exceeded (but not earlier than December 31, 2010) to file a report. An insurer acquired in a business combination shall

Indiana Administrative Code 2020 Edition Page 390



DEPARTMENT OF INSURANCE

have two (2) calendar years following the date of acquisition or combination to comply with the reporting requirements. (Department
of Insurance; 760 IAC 1-78-16; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA, readopted filed Nov 20, 2015, 9:25
am.: 20151216-IR-760150341RFA)

760 IAC 1-78-17 Canadian and British companies
Authority: IC 27-1-3-7
Affected: IC 27-1-3.5

Sec. 17. (a) In the case of Canadian and British insurers, the annual audited financial report shall be defined as the annual
statement of total business on the form filed by the companies with their supervision authority duly audited by an independent
chartered accountant.

(b) For such insurers, the letter required in section 5(b) of this rule shall:

(1) state that the accountant is aware of the requirements relating to the annual audited financial report filed with the

commissioner under section 3 of this rule; and

(2) affirm that the opinion expressed is in conformity with those requirements.

(Department of Insurance; 760 IAC 1-78-17, filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA; readopted filed Nov 20,
2015, 9:25 a.m.: 20151216-IR-760150341RFA)

760 TAC 1-78-18 Severability
Authority: IC 27-1-3-7
Affected: IC 27-1-3-7

Sec. 18. If:

(1) any section or portion of a section of this rule; or

(2) its applicability to any person or circumstance;
is held invalid by a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not
be affected. (Department of Insurance; 760 IAC 1-78-18; filed Oct 27, 2009, 2:52 p.m.: 20091125-IR-760090376FRA, readopted
filed Nov 20, 2015, 9:25 a.m.: 20151216-IR-760150341RFA)

Rule 79. Use of Senior-Specific Certifications and Professional Designations in the Sale of Life Insurance
and Annuities

760 IAC 1-79-1 Scope
Authority: IC 27-1-3-7; I1C 27-1-15.6-33
Affected: IC27-1-15.6

Sec. 1. This rule shall apply to any:

(1) solicitation ofj;

(2) sale of;

(3) purchase of; or

(4) advice made in connection with;
a life insurance or annuity product by an insurance producer. (Department of Insurance; 760 IAC 1-79-1; filed Jul 19, 2012, 10:17
a.m.: 20120815-1R-760110406FRA; readopted filed Nov 13, 2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-79-2 Definition
Authority: IC 27-1-3-7; IC 27-1-15.6-33
Affected: IC 27-1-15.6-2

Sec. 2. For purposes of this rule, "insurance producer" has the meaning set forth in IC 27-1-15.6-2(8). (Department of
Insurance; 760IAC 1-79-2; filed Jul 19,2012, 10:17 a.m.: 20120815-IR-760110406FRA; readopted filed Nov 13, 2018, 10:02 a.m.:
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20181212-IR-760180372RFA)

760 TAC 1-79-3 Prohibited uses of senior-specific certifications and professional designations
Authority: 1C 27-1-3-7; IC 27-1-15.6-33
Affected: IC 27-1-15.6-12

Sec. 3. (a) It is a fraudulent, coercive, and dishonest practice in the business of insurance under IC 27-1-15.6-12(b)(8) for an
insurance producer to use a senior-specific certification or professional designation that indicates or implies in such a way as to
mislead a purchaser or prospective purchaser that the insurance producer has special certification or training in advising or servicing
seniors in:

(1) connection with the solicitation, sale, or purchase of a life insurance or an annuity product;

(2) the provision of advice as to the value of or the advisability of purchasing a life insurance or annuity product; or

(3) the sale of life insurance and annuities, or selling a life insurance or annuity product;
either directly or indirectly through publications or writings, or by issuing or promulgating analyses or reports related to a life
insurance or annuity product.

(b) The prohibited use of senior-specific certifications or professional designations includes, but is not limited to, use of the
following:

(1) A certification or professional designation by an insurance producer who has not actually earned or is otherwise ineligible

to use the certification or designation.

(2) A nonexistent or self-conferred certification or professional designation.

(3) A certification or professional designation that indicates or implies a level of occupational qualifications obtained through

education, training, or experience that the insurance producer using the certification or designation does not have.

(4) A certification or professional designation that was obtained from a certifying or designating organization that:

(A) is primarily engaged in the business of instruction in sales or marketing; or

(B) does not have reasonable:
(i) standards or procedures for assuring the competency of its certificants or designees;
(i1) standards or procedures for monitoring and disciplining its certificants or designees for improper or unethical
conduct; or
(iii) continuing education requirements for its certificants or designees in order to maintain the certificate or
designation.

(c) There is a rebuttable presumption that a certifying or designating organization is not disqualified solely for purposes of
subsection (b)(4) when the certification or designation issued from the organization does not primarily apply to sales or marketing
and when the organization or the certification or designation in question has been accredited by:

(1) the American National Standards Institute;

(2) the National Commission for Certifying Agencies; or

(3) any organization that is on the U.S. Department of Education's list entitled "Accrediting Agencies Recognized for Title

IV Purposes".

(d) In determining whether a combination of words or an acronym standing for a combination of words constitutes a
certification or professional designation indicating or implying that a person has special certification or training in advising or
servicing seniors, factors to be considered shall include the following:

(1) Use of one (1) or more words such as "senior", "retirement", "elder", or like words combined with one (1) or more words

such as:

(A) "certified";
(B) "registered";
(C) "chartered";
(D) "advisor";
(E) "specialist";
(F) "consultant";
(G) "planner"; or
(H) like words;
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in the name of the certification or professional designation.

(2) The manner in which the words listed in subdivision (1) are combined.

(e) For purposes of this rule, a job title within an organization that is licensed or registered by a state or federal financial
services regulatory agency is not a certification or professional designation, unless it is used in a manner that would confuse or
mislead a reasonable consumer, when the job title:

(1) indicates seniority or standing within the organization; or

(2) specifies an individual's area of specialization within the organization.

For purposes of this subsection, "financial services regulatory agency" includes, but is not limited to, an agency that regulates
insurers, insurance producers, broker-dealers, investment advisers, or investment companies as defined under the Investment
Company Act of 1940.

(f) An insurance producer who uses a senior-specific certification or professional designation in violation of this section will
be subject to administrative action under IC 27-1-15.6-12. (Department of Insurance; 7601AC 1-79-3; filed Jul 19, 2012, 10:17 a.m.:
20120815-1IR-760110406FRA; readopted filed Nov 13, 2018, 10:02 a.m.: 20181212-IR-760180372RFA)

760 IAC 1-79-4 Severability
Authority: 1C 27-1-3-7; IC 27-1-15.6-33
Affected: IC27-1-15.6

Sec. 4. If:

(1) any section or portion of a section of this rule; or

(2) its applicability to any person or circumstance;
is held invalid by a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not
be affected. (Department of Insurance; 760 IAC 1-79-4; filed Jul 19, 2012, 10:17 a.m.: 20120815-IR-760110406FRA; readopted
filed Nov 13, 2018, 10:02 a.m.: 20181212-IR-760180372RFA)

Rule 80. Confidentiality of Filings and Supporting Information

760 IAC 1-80-1 Definitions
Authority: IC 27-1-22-4
Affected: 1C 24-2-1-2; IC 24-2-3-2; 1C 27-1

Sec. 1. The following definitions apply throughout this rule:
(1) "Commissioner" means the commissioner of the department of insurance.
(2) "Confidentiality request" means a written request made under section 2 of this rule by a filer providing a sufficient basis
on which the commissioner may determine that a filing or supporting information is confidential.
(3) "Filer" means an insurer, authorized third party, or rating organization making a casualty insurance filing of the type set
forth in IC 27-1-22-2.
(4) "Filing" means each submission of:
(A) classifications;
(B) rules;
(C) rates;
(D) rating schedules;
(E) rating plans; and
(F) policy forms;
and every modification of any of the foregoing filed by a filer.
(5) "Insurer" has the meaning set forth in IC 27-1-2-3(x).
(6) "Rating organization" has the meaning set forth in IC 27-1-22-8(a).
(7) "Trade secret" has the meaning set forth in IC 24-2-3-2.
(Department of Insurance; 760 IAC 1-80-1, filed May 16, 2013, 11:25 a.m.: 20130612-IR-760120465FRA; readopted filed Nov
19,2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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760 TAC 1-80-2 Requirements for confidentiality requests
Authority: 1C 27-1-22-4
Affected: IC27-1-22-4

Sec. 2. (a) If a filer marks a filing or supporting information "confidential", "trade secret", or "proprietary", the filer must also
submit a confidentiality request to the commissioner. The confidentiality request must meet the requirements set forth in subsection
(©).

(b) Filings containing a confidentiality request must be submitted through electronic mail or paper form.

(c) When making a confidentiality request, in addition to the requirements set forth in IC 27-1-22-4(e), a filer must include
the following:

(1) A written demonstration to the commissioner that the filing or supporting information contains a trade secret.

(2) A written attestation by an officer of the insurer or rating organization that to the officer's best belief and knowledge, the

filing contains a trade secret.

(3) A written attestation by an officer of the insurer or rating organization that to the officer's best belief and knowledge, the

information in the filing has not been made public in any other state.

(4) A fee of one hundred dollars ($100) for each confidentiality request.

(d) A filer must submit a filing containing a confidentiality request separately from filings or supporting information that is
not confidential. Filings containing a confidentiality request should include only the material that may qualify for confidential
treatment, descriptions or explanations pertaining to those materials, and support specific to those materials. Identifying references
to corresponding public filings may be included.

(e) If a filer submits a filing or supporting information containing a confidentiality request and marks the filing or supporting
information "confidential", "trade secret", or "proprietary", the entire filing and supporting information will be open to public
inspection if the commissioner later determines that the filing is not confidential and the filing is not withdrawn.

(f) A written demonstration that a filing or supporting information is confidential must include evidence that the filing or
supporting information:

(1) is not generally known to the public;

(2) confers an economic benefit to the insurer; and

(3) is the subject of reasonable efforts to maintain its secrecy.

(Department of Insurance; 760 IAC 1-80-2; filed May 16, 2013, 11:25 a.m.: 20130612-IR-760120465FRA; readopted filed Nov
19,2019, 9:18 am.: 20191218-IR-760190497RFA)

760 IAC 1-80-3 Evidence of confidentiality
Authority: IC 27-1-22-4
Affected: IC 27-1-22-4

Sec. 3. If any filing or supporting information subject to a confidentiality request has been determined to be confidential by
a state or federal:

(1) agency; or

(2) court;
evidence of such determination constitutes a sufficient basis on which the commissioner may determine that the filing or supporting
information is confidential. (Department of Insurance; 760 IAC 1-80-3; filed May 16, 2013, 11:25 a.m.: 20130612-IR-
760120465FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)

760 IAC 1-80-4 Requests for additional information; tolling of deemer provision
Authority: 1C 27-1-22-4
Affected: IC27-1-22-4

Sec. 4. (a) If the commissioner finds that additional information is required from the filer to determine whether a filing or
supporting information containing a confidentiality request is confidential, the filer submitting the confidentiality request must
provide the requested information to the commissioner within fifteen (15) business days of receipt of the request from the
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commissioner. If a filer fails to provide the requested information within fifteen (15) business days of receipt of the request from the
commissioner, the entire filing will be returned and deemed abandoned.

(b) If the commissioner requests additional information from a filer under subsection (a), the thirty (30) day deemer provision
set forth in IC 27-1-22-4(e)(2) shall be tolled to and include the business day following the day the filer provides the requested
information to the commissioner. Thereafter, a new thirty (30) day period will commence. (Department of Insurance; 760 IAC 1-80-
4, filed May 16, 2013, 11:25 a.m.: 20130612-IR-760120465FRA; readopted filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-
760190497RFA)

760 IAC 1-80-5 Retention of documents
Authority: IC 27-1-22-4
Affected: IC 27-1-22-4

Sec. 5. (a) Filings or supporting information containing a confidentiality request returned to a filer under IC 27-1-22-4(e)(3)(A)
or IC 27-1-22-4(e)(3)(B) shall be maintained by the insurer for the time period the filing is in public use. Documentation of previous
returns or withdrawals of filings containing confidentiality requests shall be included in any similar future filings containing
confidentiality requests.

(b) Filings that are not withdrawn or determined to be confidential will not be returned to the filer. (Department of Insurance;
76014AC 1-80-5, filed May 16,2013, 11:25a.m.: 20130612-IR-760120465FRA; readopted filed Nov 19, 2019, 9:18a.m.: 20191218-
IR-760190497RFA)

760 IAC 1-80-6 Severability
Authority: IC 27-1-22-4
Affected: IC 27-1-22-4

Sec. 6. If:

(1) any section or portion of a section of this rule; or

(2) its applicability to any person or circumstance;
is held invalid by a court, the remainder of the rule or the applicability of the provision to other persons or circumstances shall not
be affected. (Department of Insurance; 760 IAC 1-80-6; filed May 16, 2013, 11:25 a.m.: 20130612-IR-760120465FRA; readopted
filed Nov 19, 2019, 9:18 a.m.: 20191218-IR-760190497RFA)
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